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The first intravitam diagnosis of acute 
coronary occlusion (May 4, 1876), is at- 
tributed to Adam Hammer.' A German by 
birth, Hammer sought refuge in the United 
States at the time of the political disturb- 
ance of 1848. Settling in St. Louis he was 
one of the group to organize and operate 
the Humboldt Institut for medical instruc- 
tion in the German language. Upon the 
occasion of his return to Europe he was 
called in consultation by Dr. Wichmann to 
see a patient in sharp collapse with a pro- 
gressive myocardial incompetency. When 
Hammer suggested a thrombotic occlusion 
of a coronary artery in explanation of the 
striking clinical picture, Wichmann ex- 
claimed, “I have never heard of such a 
diagnosis in my whole life.” To which 
Hammer rejoined, “Nor I also.” The ac- 
curacy of this exnlanation was established 
by necropsy; but singularly the occlusion 
had resulted from a large thrombus over 
small vegetations on the aortic cusp, 
w hich extended into the right sinus of 
Valsalva and effectively prevented the 
flow of blood into the right coronary ar- 
tery. Twenty years elapsed before Dock? 
wrote the first American description of 
this condition, and even then the subject 
aroused no general interest. 


The inertia of the medical profession 
may be explained in a measure by the lack 
of sound anatomic and physiologic knowl- 
edge of the coronary circulation. For ex- 


*Read before the General Scientific Section, Annual 
Meeting, Oklahoma State Medical Association, Muskogee, 
Oklahoma, May 10, 1938. (From the University of Wis- 
consin Medical School). 





ample in 1880 Weigert® had advanced evi- 
dence that capillary anastomoses between 
branches of the coronary arteries might 
become functional in event of occlusion. 
Cohnheim‘ maintained that these vessels 
were end-arteries and that occlusion re- 
sulted in death. Not until 1907 did Hirsch 
and Spalteholz® finally establish the exist- 
ence of intercoronary anastomoses. In 
splended monographs Gross* and Spalte- 
holz’ independently afforded exact infor- 
mation relative to the distribution of the 
coronary arteries. 

Returning to the matter of the anasto- 
moses of the coronary arterial system it 
is interesting to observe that both Weigert* 
and Dock® predicted an extension of inter- 
coronary capillary connections to function- 
al proportions in impending occlusion. 
Gross* held a similar position and Ober- 
helman and Le Count* proved conclusively 
that adequate anastomoses occurred only 
in the presence of antecedent sclerosis. In 
the absence of such vascular change there 
was either little or no collateral communi- 
cation between the coronary branches. The 
tiny arterae telae adiposae, especially 
abundant about the pulmonary veins, may 
afford some nutritional support through 
anastomoses with branches of the internal 
mammary arteries and of the aorta; but 
more interesting are the vessels of Thebe- 
sius. Wearn and his fellows*’® have at- 
tributed a peculiar shunt function to this 
system of vessels. In event of venous 
hypertension they may drain coronary 
blood directly into the chambers of the 
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heart and in the presence of coronary ar- 
terial interference they may serve a nu- 
trient function. Such a collateral arterial 
supply alone would explain the survival of 
patients in whom occlusion of both major 
coronary arteries of long standing is estab- 
lished at necropsy. Thorel'' suggested a 
fourth source of nutritional support to the 
myocardium, namely through pericardial 
adhesions. Injection studies'* have con- 
firmed this position by the demonstration 
of extensive anastomoses with the internal 
mammary arteries and anterior branches 
of the aorta through such adhesions. Upon 
this basis Beck'™® and others have opened 
an interesting field of surgical approach to 
the problem by suturing the omentum or 
the pectoral muscle to the heart after de- 
nuding the epicardium to favor granula- 
tions. 

With this information it becomes appar- 
ent that coronary occlusion may result in 
varying degrees of myocardial injury. 
Three circumstances influence this end, 
namely the size and importance of the in- 
volved vessel, preexistent collateral chan- 
nels and the time afforded to render such 
anastomoses effective. It is conceivable 
that a coronary vessel may be occluded 
without gross myocardial change, provided 
it be small enough and that adequate nu- 
trition be supplied through collateral blood 
flow. Recanalization of the thrombus may 
restore a fair measure of circulation. Short 
of this advantageous outcome coronary oc- 
clusion may result in any degree of physio- 
logic handicap and pathologic change. Its 
background is important. Spasm of the 
coronary arteries may give temporary 
ischemia and the clinical picture of angina 
pectoris. Vessels, the seat of atherosclero- 
sis, are much more susceptible, and only 
by hardening less responsive to the stimuli 
that lead to spasm atherosclerosis is the 
common cause of gradual coronary occlu- 
sion; but in the present relation it is even 
more important as the virtually constant 
basis for coronary thrombosis. Embolism 
is so rare a cause of acute coronary occlu- 
sion as to merit scant attention. 


Von Leyden“ divided the pathologic 
changes incident to coronary occlusion, as 
follows: 


1. Sclerosis, without myocardial change, 


presupposing an intact nutrition until 
sudden occlusion. 

2. Infarction with myomalacia cordis. 

3. Slower occlusion with myofibrosis, 
diffuse or patchy, at times resulting 
in aneurysm of the heart. 

4. Combinations of these types. 

The area of myocardial infarction is es- 
sentially a foreign body. Reactive to the 
same are the fibrinous pericarditis and the 
mural thrombosis. The former may be suc- 
ceeded by an effusion and synechiae; the 
latter, by remote embolism. Myocardial 
abscess is a rare occurrence, the conse- 
quence of septic embolism. From a clin- 
ical standpoint Levine’s summarization of 
the pathologic sequences incident to acute 
coronary occlusion” is most valuable. 
Anemia, edema and hemorrhage mark the 
first three or four days; then necrosis takes 
precedence to the end of the third week; 
lastly, repair which has begun early, does 
not become adequate until after five weeks. 
Occasional calcium deposits may suggest 
the effort of nature to reinforce the scar 
of infarction. 

The clinical picture of acute coronary 
occlusion should perforce include the less 
well defined symptomatology of coronary 
sclerosis, since the latter so regularly an- 
ticipates the former. Angina pectoris is 
the best recognized of symptoms depend- 
ent upon sclerosis of the coronary arteries, 
but it does not always have this back- 
ground. Vague indigestion upon effort 
after eating is a singularly common story 
in patients who later develop acute coro- 
nary occlusion from thrombosis. By this 
token it should receive due attention in 
constructing the clinical picture of coro- 
nary sclerosis. Dyspnoea, at some time re- 
moved from physical effort and particu- 
larly at night, may mark this condition. 
Paroxysmal nocturnal dyspnoea may thus 
be explained in certain subjects. A sense 
of substernal oppression is an occasional 
manifestation. The myocardial insuffi- 
ciency resultant from coronary interfer- 
ence may find its expression in remote 
circulatory symptoms and signs or there 
may occur an arrhythmia. More difficult 
to understand is the singular physical 
weakness from which certain of these pa- 
tients with coronary sclerosis suffer. 

Since a number of individuals showing 
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extreme atherosclerosis of the coronary ar- 
teries at necropsy had escaped serious sub- 
jective discomfort or physical handicap 
during life, certain workers have assumed 
that the importance of this lesion has been 
over-emphasized. The analysis of Willius 
and Brown" establishing the peculiar 
threat of coronary sclerosis to health and 
life, has been confirmed on every hand. In 
the present relation coronary sclerosis oc- 
cupies a strategic position as the essential 
basis for the overwhelming majority of 
the cases of coronary thrombosis. In its 
classical form the clinical picture of coro- 
nary thrombosis lends itself regularly to 
the subdivisions suggested by Obratzow 
and Strachesko": 

1. Status anginosus. 

2. Status dyspnoeicus. 

3. Status gastralgicus. 

In event of the occlusion of a branch of 
the coronary artery sufficient to induce 
pathologic changes a certain sequence of 
clinical symptoms and signs may be antici- 
pated; but it must be borne in mind that 
if the branch be small enough and collat- 
eral blood supply adequate, the accident 
may occur without subjective cognizance 
or clinical recognition. Then, too, the 
growing clinical variants jeopardize too 
sharp generalizations. Classically, pain ini- 
tiates the kaleidoscopic expressions of coro- 
nary occlusion. It is agonizing in intensity 
and tends to be localized beneath the lower 
sternum or in the epigastrium. Its dura- 
tion may extend over hours and days. It 
is resistant to the common vasodilators so 
useful in true angina. Even morphine may 
be ineffectual in its relief. The subsidence 
of the pain with gaseous eructations, vom- 
iting or the voiding of large quantities of 
urine has added to the diagnostic confu- 
sion. Dyspnoea is marked and in many 
instances it partakes of a singular subjec- 
tive quality far exceeding its objective evi- 
dence. The mental anxiety is extreme and 
in all save exceptional patients the appre- 
ciation remains ciear. Delirium or coma 
may supervene. Drenching sweats accom- 
pany the marked asthenia. Diarrhoea is 
a common symptom. Embolism may lead 
to a variety of manifestations incident to 
their particular lodgment. 

To physical examination the deep con- 
cern is written in the facial expression. 


The skin is cool and leaky. Not infre- 
quently the color is leaden. At times jaun- 
dice becomes a confusing detail. The pulse 
is rapid, small and easily compressible. 
The blood pressure is sharply depressed. 
In a word the picture is usually one of 
marked shock. The dyspnoea has been 
remarked. Marginal emphysema is noted 
and congestive rales are uniformly present 
in the bases. The cardiac dullness may be 
widened. A singular weakness of cardiac 
sounds is the rule. Embryocardia prevails 
and an arrhythmia may occur. After the 
first 18 hours a fine pericardial friction 
may be heard in those instances where the 
infarction has occurred in the anterior wall 
of the left ventricle. Interestingly this 
friction rub has a very evanescent charac- 
ter. Riesman'* noted the absence of dor- 
salis pedis pulse in two patients with coro- 
nary thrombosis, a detail of inferential im- 
portance. A febrile reaction of one to three 
or more degrees Fahrenheit may be pre- 
dicted on the second day in a majority of 
these subjects. Hydrothorax, anasarca and 
the complete picture of congestive failure 
appear in a minority. Hematuria, album- 
inuria and urinary suppression are occa- 
sional sequels. The physical evidences of 
embolism may be remote and widespread. 


Among the laboratory data the most con- 
stant change is found in the leucocytes. 
Within a few hours leucocytoses of 15,000 
to 30,000 with 80 per cent or more neutro- 
philes may be expected. The speed of 
sedimentation of the erythrocytes is com- 
monly greatly increased. Both of these 
changes may be expressions of myocardial 
necrosis or reactions incident to the same. 
More directly the electrocardiographic 
studies reflect these changes in the myo- 
cardium. Isolated electrocardiograms may 
be diagnostic, but as a rule greater profit 
is derived from progress studies in this di- 
rection. Aside from the alterations in con- 
duction that constitute the common ar- 
rhythmias, diagnostic values have been as- 
signed to certain deviations in the com- 
ponent waves. The work of Parkinson 
and Bedford’, and Barnes and Whitten*’ 
in fixing the diagnostic importance of S-T 
segment deviations for the localization of 
the zone of infarction has been generally 
accepted. To this has been added an es- 
tablished place for the so-called body leads 
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in patients where no typical change ap- 
pears in the conventional leads. 

The prognosis of coronary occlusion is 
influenced by many factors”. In general 
although age and sclerosis definitely en- 
hance the adequacy of collateral blood 
supply, the more advanced the years the 
less the chance for survival. Levine's fig- 
ures'® give 54.7 years as the average age of 
surviving patients and 61 years for those 
succumbing. Sex apparently bears no in- 
fluence nor does the antecedent infectious 
or metabolic background except as it may 
establish the degree or grade of sclerosis. 
The cardinal symptom of pain might be 
expected to influence the prognosis. As a 
rule the more severe and the more pro- 
tracted the pain, the greater will be the de- 
gree of myocardial injury and the less the 
chance of survival. Exceptions to this rule 
are so numerous as to render it very doubt- 
ful. One circumstance is particularly con- 
spicuous. With weakening of the myocar- 
dium the same stimulus to pain may evoke 
“sinking spells” or dyspnoea with coinci- 
dent fall in the blood pressure in the fail- 
ing subject. Such equivalents of pain are 
especially ominous from a prognostic 
standpoint. The immediate shock levels 
are less significant than their duration. 
Maintained tachycardia with persistent 
hypotension bodes ill. It should be remem- 
bered that the blood pressure of patients 
with prior arterial hypertension may not 
assume shock proportions. Yet the main- 
tenance of new low levels is a poor prog- 
nostic sign. Decompensation carries with 
it an increased hazard. Of the evidences 
of disturbed conduction, alternans, auricu- 
lar fibrillation, flutter and the various 
forms of heart block have the most serious 
prognosis. The presence and the extent of 
the pericardial friction have little bearing 
upon the prospect. Embolism carries with 
it the knowledge of mural thrombosis and 
the threat of further showers of a similar 
order. The constitutional response of fever 
gives little clue as to the extent or the out- 
look of a given myocardial infarct. The 
curve of the neutrophilic leukocytosis is an 
indirect index of the extent and the course 
of the infarction. More accurate than the 
leukocyte curve is the sedimentation rate. 
Its increased speed will be continued for 
some time after other evidences, including 





the leucocyte count, have resumed normal 
levels. The roentgen ray may occasionally 
afford evidences of the extent and con- 
figuration of the myocardial infarction. 
Lastly, the electrocardiogram offers val- 
uable prognostic information. Parkinson 
and Bedford’ concluded that a movement 
of the distorted complexes toward, or a re- 
sumption of, previous conformations was 
a good sign. More specific were Barnes’ 
observations”. In his studies a better 
prognosis attended those subjects with 
typical T-1 and T-3 formulae. Atypical 
electrocardiographic findings were com- 
monly dependent upon multiple or com- 
plicated infarcts. Low voltage in the ven- 
tricular complexes occurred twice as com- 
monly in the fatal group of his series as in 
those surviving. Hence these circumstances 
carry a poor prognosis. 


Figures for the immediate mortality 
from acute coronary occlusion vary from 
16.2 per cent** to 53 per cent’. Without 
exact information as to the type of practice 
of the recorder it is difficult to reconcile 
such a divergent spread; but in general it 
is recognized that many victims of this 
vascular accident die without medical at- 
tendance. This group falls into the cate- 
gory of fatalities from the lay diagnosis of 
“acute indigestion.” In many of these pa- 
tients digestive symptoms have dominated 
the picture, but death is determined by a 
gross disturbance of the cardiac rhythm, 
such as auricular fibrillation, ventricular 
tachycardia or fibrillation. Surviving the 
immediate shock of coronary occlusion, a 
second group of these patients dies be- 
tween the fourth and the fifteenth day as 
the result of myocardial rupture or remote 
embolism. Still a third group of fatalities 
arises from deferred myocardial failure. 
Next to the immediate fatalities from 
grossly disordered rhythm the last group 
accounts for the largest number of deaths 
from coronary occlusion. 


Surviving the acute episode and con- 
valescing satisfactorily by all clinical cri- 
teria, White and Bland** found an average 
expectancy of 2.4 years in 200 patients with 
coronary thrombosis. Cooksey’s recent re- 
port** afforded an encouraging note in the 
complete rehabilitation of 78.1 per cent of 
32 survivors from this vascular accident. 
In general a sharp curtailment of physical 
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and mental activities may be predicted for 
the patients who weather the storm. An 
approximation to the life before the coro- 
nary thrombosis with complete comfort 
should be counted the exception rather 
than the rule. 

Certain clear indications dictate the 
treatment of acute coronary occlusion. 
Rest, physical and psychic, is imperative. 
A period of bedfastness of at least six 
weeks should be arranged. During the 
early phase of inequilibrium morphine in 
full therapeutic doses should be admin- 
istered, in the interest of mental rest, even 
though pain be not well controlled by this 
drug. Detachment from the cares of home 
and business must be sought by the inter- 
diction of visiting and the instruction of 
the family and attendants in their respon- 
sibility for the peace of mind of the pa- 
tient. Mild sedation is urged for the con- 
trol of restlessness and insomnia. Oxygen 
is remarkably effective in controlling the 
pain** and the anoxemia. While its effects 
are prompt and its need most evident in 
the first few days after the attack, it is 
logical to continue its use for two or three 
weeks. An atmosphere of 40 to 60 volumes 
per cent oxygen will usually afford the 
best results. Glucose is essential to muscu- 
lar function and in the presence of such a 
serious disturbance of myocardial nutri- 
tion as acute coronary occlusion it should 
be supplied regularly and in adequate 
amounts. If the patient be nauseated and 
absorption uncertain, glucose may be given 
intravenously to the extent of three in- 
jections of 500 cc. each of a five per cent 
solution a day. The isotonicity and slow 
injection of the glucose solution will pre- 
vent right heart overload. After the acute 
danger is past, five small rather than three 
average meals should be the rule. Theo- 
phyllin ethylendediamin* in doses of 114 
to 3 grains three times a day will appre- 
ciably decrease the precordial distress and 
limit the frequency of anginal attacks. 
Acute cardiac failure may be met by vene- 
section or a rapidly acting stimulant such 
as caffein, epinephrine or strophanthin. 


Quinidine should be reserved for the un-_ 


usual occurrence of auricular fibrillation 
or ventricular tachycardia. Epinephrine 
and ephedrine are useful in the treatment 
of heart block. Digitalis is indicated when 


signs of congestive failure make their ap- 
pearance. It should not be used routinely 
in these patients. The special management 
of underlying conditions, such as syphilis 
and diabetes mellitus, requires detailed 
consideration beyond the scope of the pres- 
ent discussion. Coffee and alcohol may be 
permitted in moderation if the patient has 
used them previously. Tobacco is strictly 
forbidden. 

The transition period from the shocking 
experience of coronary occlusion to a re- 
sumption of a measure of normal existence 
is a trying one not only to the patient but 
also to the family and the medical attend- 
ant. Anticipating the patient’s natural 
restiveness the physician must take him 
more or less completely into his confidence, 
explain the gravity of the situation and 
enlist his cooperation in outlining a regi- 
men of rehabilitation. Probably no other 
extraneous factor so influences the out- 
come as does the patient’s attitude in this 
respect. In just so many words he must 
be told that it is impossible to measure his 
cardiac reserve without effort, that in so 
far as possible this effort must be kept be- 
low a level that excites breathlessness, car- 
diac consciousness and fatigue**, and that 
having exceeded this limit the steps must 
be retraced to insure a maximum of restor- 
ation of the cardiac reserve. Having en- 
listed the patient’s complete confidence 
such a program of advancing physical ef- 
fort by trial and error will not jeopardize 
his prospect by too serious psychic set- 
backs when evidences of myocardial limi- 
tation lead to a temporary or permanent 
retrenchment. In the last analysis the pa- 
tient with a full understanding of the pos- 
sible consequences should be the final ar- 
biter in the decision that involves serious 
strictures upon his physical activities. If 
after a full review of the situation it be- 
comes apparent that a measure of circula- 
tory comfort may be assured only by com- 
parative invalidism, then the patient may 
in all justice decide whether he prefers 
such an existence or a return to a more 
complete life at the cost of earlier myo- 
cardial incompetence. 
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Reconstruction Operation for Old Ununited 
Fracture of the Femoral Neck* 


Paut C, Cotonna, M.D. 
From the Department of Orthopedic Surgery 
Oklahoma University School of Medicine 
OKLAHOMA CITY 


In a discussion regarding non-union in 
the neck of the femur, the age period in 
which the fracture usually occurs and the 
severe disability arising from non-union at 
this site are the outstanding factors. On 
account of the pain and instability, these 
patients are usually unable to bear 
weight without the aid of crutches. In the 
consideration therefore of a reconstruction 
operation for this condition, it must be 
stressed at the beginning that to be effec- 
tive, the operation should adequately re- 
construct the joint mechanics. In other 
words, the patient must feel that the end 
has justified the means. 

Necessarily upon the elderly type of pa- 
tient, a very careful consideration of the 
general physical condition is of the first im- 
portance, for in certain cases, it must be 





*Read as invited guest before the New York State Medical 
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admitted that non-operative treatment 
only is justified. Having determined, 
however, that the individual is a satisfac- 
tory surgical risk, we are then faced with 
the decision as to the type of operation ad- 
visable. It should be remembered that in 
many of these old ununited fractures of 
the femur we have roentgenographic evi- 
dence of a necrotic head fragment, and 
that any attempt at bone grafting or fixa- 
tion with metal nails or pins will almost 
always result in failure. A study of the 
roentgenogram will disclose complete or 
incomplete absorption of the neck, upward 
riding of the greater trochanter above its 
normal position with accompanying short- 
ening of the limb, and often definite evi- 
dence of circulatory changes in the loose 
head fragment. Santos, Walcott, and others 
have called attention to this increased 
opaqueness of the femoral head, pointing 
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out that it indicates an aseptic necrosis. 
Therefore, an attempt to preserve a ne- 
crotic femoral head with the hope of its be- 
coming revascularized following some type 
of pegging operation is hardly justified. It 
is in this type of non-union that the recon- 
struction operation to be described later 
is particularly suited. 


Fig. I 


























BEFORE AFTER 


A typical type of case for this reconstruction 
operation, showing complete absorption of neck 
and aseptic necrosis of the loose head fragment. 
With this type of reconstruction operation the 
line of force is a direct thrust downward from 
acetabulum to shaft, resulting in a mechanically 
stable articulation, because the shaft of the 
femur receives the body weight directly. 

A more detailed study of the roentgeno- 
gram may give us other helpful data, and 
may also point to some of the contra-indi- 
cations for the procedure under discussion. 
In some of these old ununited cases, not 
only necrosis of the head, but impairment 
of the acetabulum may be observed. There 
may be present a very shallow acetabulum 
or a destructive type of arthritis involving 
the hip joint may be present, producing an 
irregularity of outline in the acetabular 
floor. Again we may have a narrowed 
joint space indicating erosion of the carti- 
lage covering the head fragment or aceta- 
bulum. As free mobility following this 
type of reconstruction operation is in large 
part dependent upon the integrity of the 
acetabular floor it follows that, if the ace- 
tabulum is not of sufficient depth, or if it 
presents any acquired deformation through 
disease or erosion, the opportunity for se- 


curity or for free movement will be im- 
paired. 

















Pig. II 
On the anatomical specimen shown there 
are illustrated lines of force which are trans- 
mitted normally from the acetabulum through 
the head and neck of the femur to the shaft. 
The position of the shaft following this type of 
reconstruction operation is shown by dotted line. 
Any operative procedure should pref- 
erably be along simple mechanical lines. 
(Figure 2). Normal motion must not be 
expected from any type of reconstruction 
operation, but a certain degree of painless 
movement is greatly to be desired. The 
stability that the patient should possess in 
a reconstructed hip is necessarily of the 
first consideration. While a stiff hip may 
be a useful one, there can hardly be any 
question that from the patient’s standpoint, 
loss of movement is never a desirable fea- 
ture. If, therefore, the reconstructed hip 
can present an arc of motion from full ex- 
tension to almost a right angle, it will per- 
mit the patient to sit comfortably in an 
ordinary chair, to climb stairs, or to walk 
on a flat surface with a good deal of fa- 
cility. A satisfactory degree of abduction 
is also essential in order that equilibrium 
may be maintained while walking over 
rough surfaces or standing in a swinging 
vehicle. 


Case 1—Ritterhof, New York City—In April, 1931, 
we had under our care on the orthopedic service 
in Bellevue Hospital, a woman of 55 in good genera! 
condition, who had been treated in an abduction 
plaster spica, and had received a satisfactory closed 
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reduction following a recent fracture of the neck 
of the right femur. In spite of this excellent care, 
the neck had slowly undergone absorption with 
upward riding of the greater trochanter. The pa- 
tient was first seen on the service six months after 
fracture, and was able to walk only short distances, 
and then only with the aid of two crutches, c~ 
plaining of pain on any attempt at weight bearing. 
She presented a painful, unstable, shortened ex- 
tremity. In an attempt to assure staoility, pre- 
serve motion, and lengthen the already shortened 
extremity, a reconstruction operation was done as 
follows: 


Under anesthesia, a curved incision was made 
over the lateral aspect of the right hip, and after 
dividing the fascia, the muscles attached to the 
greater trochanter were identified and sectioned 
close to the underlying bone, care being taken not 
to remove any osseous tissue. The capsule was 
then opened, and the necrotic head removed, and 
after completely freeing the upper extremity of the 
femur of its attached muscle tissue, it was placed 
deeply within the acetabulum. It was noted that 
the cartilage of the acetabulum was of normal color, 
shining, and showed no evidence of erosion. Before 
placing the greater trochanter region of the femur 
into the acetabulum, care had been taken to re- 
move any small spicules so that the inner surface 
at the base of the neck region was smooth and 
flush with the inner border of the shaft of the 
femur and covered over with soft tissue. 


A groove was made over the lateral surface of 
the shaft of the femur as far downward as the ab- 
ductor muscles would reach, and after having re- 
placed the greater trochanter into the acetabulum, 
these muscles were inserted into this bony trough 
and held in place by kangaroo tendon. This new 
insertion was reinforced by having the split vastus 
lateralis muscle sutured to the transplanted gluteus 
medius muscle at its new insertion. The wound 
was closed in layers, and a plaster of Paris spica 
was applied from the toes to the axilla, holding the 
limb in about 20 degrees abduction. Four weeks 
after operation the plaster was removed, and a 
long posterior she]l made. With the limb suspend- 
ed about an inch from the surface of the firm mat- 
tress, active and passive movement was instituted. 
Care was taken to place a pillow between the legs 
for the first few weeks in order that the recon- 
structed hip would not be suddenly pulled over 
into the adducted attitude. After this swinging 
apparatus had been used for two weeks, the pa- 
tient was allowed out of bed and encouraged to use 
a walker, and shortly after this, graduated to 
crutches. Physiotherapy may or may not be neces- 
sary at this stage, but every effort is made to en- 
courage the patient to discard all forms of support 
as early as possible. This patient made an un- 
eventful recovery, and at present, seven years after 
operation, is doing her own housework. She pre- 
sents a range of motion from 180 degrees to 90 de- 
grees, complete extension, and a wide range of 
abduction with a gain of one and one-half inch in 
the length of the extremity. 


Case 2—Alexander, 62, white, female. In Decem- 
ber, 1936, this patient fell, sustaining a fracture of 
the left hip. She was in bed without support for 
seven weeks, and then allowed up on crutches. She 
was seen in the Department of Orthopedic Surgery 
of the Oklahoma University School of Medicine in 
November, 1937, presenting severe disability from 
the old fracture of the left hip, and was unapie 


to walk except with the aid of crutches. A roent- 
genogram disclosed upward riding of the greater 
trochanter with almost complete absorption of the 
neck of the femur and definite non-union. Any 
movement of the hip caused pain. Patient was 
unable to stand on the affected limb without sup- 
port. R.A. 33%”, L.A. 32”. 


Patient was admitted to the University Hospital 
on January 20, 1938, and skin traction of 12 pounds 
was applied for the following two weeks. On Feb- 
ruary 3, 1938, a reconstruction operation of the type 
described was done, and her hospital convalescence 
was perfectly uneventful. The highest temperature 
after operation was 100.2, and on the fourteenth day 
after operation the plaster was removed from the 
posterior aspect of the foot and leg, and active 
movement of the knee begun. The entire plaster 
spica was removed two weeks later, and overhead 
suspension swinging apparatus used. Forty-nine 
days after operation, the patient was allowed out 
of bed, and cautious weight bearing with crutches 
started. One week later she was able to walk aoout 
the ward with only one crutch, and was discharged 
from the hospital about two months after opera- 
tion, walking well, presenting no pain in the hip, 
and showing a gain of 1%” in the length of the 
left lower extremity. On discharge she had a range 
of movement from 180 to 90 degrees, and a full 
range of abduction. The pre and post operative 
roentgenograms are shown. 


Fig. III 
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CASE 32 
BEFORE AFTER 








This procedure since 1931 has been per- 
sonally done in over 30 patients, and it is 
felt therefore that the procedure can be 
recommended as a safe and satisfactory one 
for the type of case under discussion. 
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Carcinoma of the Prostate 


Henry S. Browne, M.D. 
TULSA, OKLAHOMA 


The mass of statistical data proves that 
about 15 to 20 per cent of all cases of 
prostatic obstruction are due to carcinoma. 
In my experience this has run consider- 
ably lower for in 260 cases of prostatic en- 
largement operated on by me in the past 
four years only 30 have proved to be ma- 
lignant. Seventy-one per cent of all cases 
occur between the ages of 60 and 79. 
Adeno-carcinomas make up the great ma- 
jority and according to Baringer only 414 
per cent are confined to the prostate. A 
total of 744 per cent are completely pal- 
pable while 88 per cent are extensive. 
Eighty to 90 per cent are slow in growth 
and radio resistant while the remainder 
are of rapid growth and radio sensitive. 


As emphasized by Hugh Young most 
carcinomas originate in the posterior lobe 
of the gland. It is very unfortunate that 
the story of cancer every where is repeat- 
ed here for three-fourths of the patients 
have metastases already when first seen 
and about half will have metastases a year 
after the symptoms first appear. The 
symptoms can scarcely be differentiated 
from those of benign obstruction. The 
burning and pain on urination are perhaps 
more severe. There is frequency, nocturia, 
difficulty and at times dribbling. Pain in 
the back, perineum and hips are suspicious 
of metastases. The patient has usually had 
symptoms for a year or more before exam- 
ination and few live longer than three 
years after their onset. Early detection 
depends on rectal examination so it is not 
amiss to repeat that old saying that no 
physical examination is complete without 
a digital rectal exploration. This is espe- 
cially true in men past 50. I am chagrined 
at my inability to diagnose early carcinoma 
of the prostate for in a number of cases of 


clinical benign hypertrophy resected by 


me the pathological repo rt has shown 
malignancy. This led me to believe that 
malignant nodules in an otherwise adeno- 


matous gland are more frequent than the 
literature would indicate. The typical 
stony hardness with fixation to surround- 
ing tissues is unmistakable. However, one 
should be suspicious of undue induration, 
hard nodules, and the obliteration of the 
median sulcus between the lateral lobes. 
On cystoscopy the congestion and fixation 
of the urethral mucous membrane and 
veru montanum are an aid in diagnosis. 
X-ray of the pelvis and lower spine will 
show the snowflake appearing metastases 
when present. As the great majority are 
discovered too late the treatment is gen- 
erally not satisfactory. 

In the early cases the radical operation 
in which the prostate, seminal vesicles and 
neck of the bladder are removed en masse 
has been carried out by Hugh Young, Gil- 
bert Smith, and Hinman with enough suc- 
cess for them to recommend it in very 
carefully selected cases. Reports from 
other men are notable for their absence. 
In other words, they do not perform it. An 
important thing is the relief of obstruction. 
This can be accomplished by a supra-pubic 
cystotomy and this was the accepted meth- 
od until transurethral resection came into 
vogue. On this one point concerning re- 
section all urologists are agreed—it will re- 
lieve the obstruction of carcinoma and al- 
low the patient to void in comfort the rest 
of his days. It is not usually necessary to 
repeat the operation as carcinoma tends to 
grow outward and not to re-encroach on 
the urethra. 

As stated before, I confess that I am un- 
able to diagnose malignancy of the prostate 
by rectal palpation with any degree of 
regularity. It is possible that in these ap- 
parently early cases with no metastases 
the cancer cells may be few and isolated 
in one of the lobes. So in three recent 
cases where the diagnosis was made micro- 
scopically I have deliberately reoperated 
within a week and removed all of the 
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hypertrophied tissue down to the capsule, 
in the hope that by so doing I might be 
able to remove the cancer before it has 
spread through the capsule and invaded 
the surrounding tissues. This removal is 
not unusually difficult as there is only a 
thin shell of prostatic tissue left after the 
first resection and the concave, circular 
fibers of the capsule are easily differen- 
tiated from the firm, while irregular ap- 
pearing hypertrophic tissue. The capsular 
bed was then lightly fulgurated with a 
roller electrode. I give you this idea for 
whatever you may think it worth. 

Now, we come to radiation therapy. Ra- 
dium can be applied by tubes through the 
urethra, or more readily, quickly and ac- 
curately by the implantation of seeds 
through the perineum. Up to the recent 
development of the very high voltage X- 
ray, deep therapy had little effect on the 
prostate itself. There is a well grounded 
belief that the super-voltage machines will 
have a more favorable effect on the gland. 


Deep therapy is a distinct help in alleviat- 
ing the pain caused by bone metastases, 
makes the patient more comfortable and 
probably prolongs life. 

Cancer of the prostate occurs in men at 
the twilight of life. The great majority do 
not seek aid until metastases are present 
and they do not live usually over three 
years. If the diagnosis is made early the 
radical operation for cure is so extensive 
and so difficult that few are endowed with 
the ability to perform it so that the end 
results justify doing it. Transurethral re- 
section offers the patient a chance to be 
comfortable for his remaining days. In 
the early cases, diagnosed microscopically 
following resection, a second resection, re- 
moving all of the prostatic tissue down to 
the capsule with fulguration of the cap- 
sular bed, may possibly remove all of the 
malignant tissue. X-ray and radium so far 
have proved only palliative but have un- 
doubtedly prolonged life and made living 
more bearable. 





Ly 
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Treatment of Infections of the Prostate 


Basiu A. Hayes, M.D. 
OKLAHOMA CITY, OKLAHOMA 


As time goes on more and more urolo- 
gists are learning that in some conditions 
treatment may be worse than the disease. 
Notably is this true of many cases of pros- 
tatitis where over enthusiastic massage or 
passage of instruments may bring on rheu- 
matism or epididymitis. For the past ten 
years writers have been calling attention 
more and more forcibly to the dangers of 
traumatism and of over treatment. In 
spite of this, however, it is my conviction 
that we are still having too many men at- 
tempt to cure infections of the prostate 
and seminal vesicles by radical means. 
Twice during the past year I have seen 
such cases brought into University Hos- 
pital with an acute bladder retention 
which had to be relieved by catheterization 
because of intense swelling of the prostate 
gland. More than once have I seen an 


acute gonorrheal rheumatism develop im- 
mediately after a prostatic massage. I have 
often seen gonorrheal proctitis and occa- 
sionally rectal fistulae develop following 
the same maneuver. These statements are 
made merely to emphasize the fact that 
massaging the prostate, particularly an 
acute one, is more or less dangerous and 
should not be done if at all possible of 
avoidance. 

In looking over the literature and in dis- 
cussing this matter with other urologists, 
it is surprising how few of them mention 
any treatment except the ordinary routine 
urethral injections, vaccines, or massage. 
The purpose of this paper is to summarize 
the various weapons with which we can 
attack this infection and to point out that 
practically every case can be cured if ap- 
proached in the right manner. The reme- 
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dial measures which may be utilized are 
as follows: 
1. Constitutional measures. 
a. General tonics such as rest in bed, 
intravenous mercurochrome or neo- 
salvarsan. 
2. Specific medication. 
a. Sulfanilamide. 
b. Mandelic acid. 
c. Vaccines. 
3. Urethral injections or irrigations. 
a. Argyrol, rivanol, potassium per- 
manganate, etc. 
4. Massage. 
5. Heat locally applied. 
6. Passage of sounds or meatotomy. 
7. Vasotomy or injection of prostate. 
8. Surgical drainage through the perin- 
eum. 
Infections of the prostate and seminal 
vesicles logically divide themselves into 
acute and chronic stages. It is well known 
that acute infections usually arise in 
younger men and in the course of a gonor- 
rheal urethritis or following such an in- 
fection. It has been my observation that 
prostatitis usually develops about the third 
week of a gonorrheal attack and many 
times immediately follows some indiscre- 
tion on the part of the patient, such as 
drinking or intercourse; or some trauma- 
tism on the part of the attending physician, 
such as the injection of a strong solution 
into the urethra, or the passage of a sound 
or catheter. Following this event the pa- 
tient will develop pain in the region of the 
prostate, straining on urination, pus in the 
second glass of urine, and in many in- 
stances will have fever and will be forced 
to go to bed. Even in this stage of the dis- 
ease there are three distinct types: First, 
the ordinary mild periurethral involve- 
ment of the shorter ducts of the prostate 
gland which in most instances will subside 
spontaneously within a week or ten days if 
all local treatment is stopped and the pa- 
tient merely continued along on systemic 
tonics, vaccines, or sulfanilamide. A sec- 
ond type is more severe, involving the en- 
tire parenchyma of the prostate gland and 
causing an intense swelling which in many 
instances will block off the urethra as men- 
tioned above. In some such cases the pa- 
tient must be catheterized although I have 


never had to do this in any case where I 
was in complete charge of the patient. As 
a rule he can squeeze out enough urine to 
keep him reasonably free from pain if he 
will sit in a tub of hot water and try to pass 
his urine. Meanwhile he can be given an 
intravenous injection of three ccs of one 
per cent mercurochrome and within eight 
to 12 hours the swelling of the gland will 
be down enough that he can void comfort- 
ably. At the same time he may be given 
hot rectal irrigations twice a day, sulfanila- 
mide by mouth, calcium in the vein, or any 
other drugs which may appeal to the urol- 
ogist’s ideas. The one essential thing which 
I wish to call attention to is that an intra- 
venous injection of mercurochrome will 
relieve the swelling and the acute pain in 
90 per cent of the cases. I have been treat- 
ing such patients this way for the past 12 
years, and it is my happy experience that in 
no case have I failed to see an immediate 
improvement. The response to this drug is 
better than it is to any vaccine I have ever 
used. It is better than any heat treatment 
I have ever seen used. It absolutely avoids 
all local irritation or trauma and certainly 
builds up the systemic resistance of the 
patient against a gonorrheal infection. It 
is completely harmless, acts as a sedative, 
relieves the swelling of the gland so that 
the patient can urinate, and in nine times 
out of ten within one week the patient 
will be up and able to attend to his ordi- 
nary duties. In some cases the infection 
will continue to improve until it spontan- 
eously disappears, while in others the pro- 
cess will drop into a chronic stage and must 
be dealt with in accordance with the prin- 
ciples which will be enunciated later in 
this paper. 

In the third sub-group of acute prostat- 
itis there is formed a definite abscess. This 
is manifested by swelling, leukocytosis, 
fever, intense pain, and more or less 
urethral discharge. In any case of acute 
prostatitis or vesiculitis which does not re- 
spond to the previously mentioned routine 
of treatment and in which the patient suf- 
fers an unusual amount of pain, I suspect 
the formation of an abscess. Such a situa- 
tion calls for the simplest and safest pro- 
cedure of all, which is to open and drain 
it through the perineum. It goes against 
all surgical principles to rupture such an 
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abscess through the rectal wall or through 
the urethral wall yet I have seen both pro- 
cedures advocated by good men. When an 
organ is as easily approached as is the 
prostate through the perineum, it seems to 
me the unquestionable duty of the prac- 
titioner to open it in this manner, thus 
avoiding any danger of contamination from 
other sources or of fistula, or any other dis- 
agreeable sequel which may follow intra- 
urethral or intrarectal procedures. Relief 
from such an operation is immediate and 
recovery is swift. The only danger in- 
volved is that which would come from 
cutting the urethra or the rectum, and a 
knowledge of the anatomy of the perineum 
would prevent such an accident. Even if 
it does happen, the damage can easily be 
remedied. 

So much for the acute types of prostat- 
itis; now for the chronic. These compose 
a vast majority of cases which come to the 
average urologist. They are not suffering 
from swelling, they have little or no pain, 
they simply have pus in the urine, an un- 
easy feeling about the neck of the bladder, 
rheumatic pains over the body, backache, 
itching and crawling sensations in the 
urethra, and a general depression based 
upon the fact that they know they are sick 
and feel that they ought to be well. Asa 
rule their infection is derived from a pos- 
terior urethritis due to gonorrhea. During 
the meeting of the American Urological 
Association in Minneapolis last summer, 
there was presented a symposium on pyo- 
genic prostatitis and the essayists almost 
unanimously agreed that the prostatitis in 
the majority of cases was not due to the 
gonococcus. It seems to me that such a 
statement is completely erroneous and mis- 
leading. While it might be correct bac- 
teriologically, it is certainly a mistake 
clinically because practically every one 
who has ever come under my observation 
knows himself that his infection started 
with an attack of gonorrhea. The fact 
that we can isolate B Coli, streptococci, or 
staphylococci in such cases in no wise 
negates the fact that gonococci are also 
present. The only cases which I have seen 
which were not dependent upon a pre- 
ceding gonorrheal infection were in elder- 
ly men where there was prostatic hyper- 
trophy, carcinoma, or other attendant 


pathology which blocked off drainage and 
brought about a necessity for instrumen- 
tation or lowered the resistance of the tis- 
sues to the point that infection could spon- 
taneously develop either from other foci 
or from the urinary tract itself. I have no 
objection to eliminating focal infections 
anywhere in the body, but I do feel that 
urologists should keep their eyes upon the 
main point in prostatic infection and that 
is that the infection arose within the uri- 
nary tract and must be treated in that lo- 
cation. Whether or not we can isolate or 
culture gonococci from a chronically in- 
fected prostate is beside the point. The 
clinical fact is as we all know that if such 
men marry, they immediately infect their 
wives with gonorrhea even though we have 
been unable to demonstrate gonococci in 
the smear. Last year I read a report in 
the literature of a case where gonococci 
were isolated in a prostate and had ap- 
parently been present for as long as 30 
years. It seems to me, therefore, that we 
should proceed upon the assumption that 
gonococci are present with or without sec- 
ondary invaders and treat the patient ac- 
cordingly plus any other specific medica- 
tion which we may give to take care of the 
secondary bacteria. The plan of procedure 
which I have followed in the treatment of 
chronic prostatis and seminal vesiculitis is 
as follows: First, I attempt to determine 
the extent of involvement by a two glass 
test and a prostatic smear with a labora- 
tory test to find out what organisms are 
involved. In the ordinary case there is a 
mild urethritis as shown by pus in both the 
first and second glasses, and there is 2 
prostatitis as shown by numerous pus cells 
in the smear. Second, I attempt to build 
up the patient’s resistance as much as pos- 
sible by general hygienic measures and 
systemic drugs. He is instructed to avoid 
all sexual excitement, all alcohol, all loss 
of sleep, or heavy exertion or exposure of 
any kind. He is instructed to drink plenty 
of water and to avoid strong cathartics. He 
is ordered to come to the office every other 
day, at which time he is given an intra- 
venous injection of three cubic centimeters 
of one per cent mercurochrome and after 
two or three such treatments, the anterior 
urethra is investigated to determine 
whether there is a stricture or whether or 
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not a meatotomy is needed. If the urethra 
is wide open and there is no stricture as 
demonstrated by passing a sound about 
three or four inches into the urethra, well 
and good; otherwise this passage is opened. 
Along with this the patient receives each 
time he comes to the office an anteropos- 
terior injection of seven to ten ccs of five 
per cent argyrol or 1:1000 rivanol injected 
into the urinary meatus with a blunt nosed 
syringe and gently forced back into the 
bladder. If gonococci are isolated or if it 
seems plainly evident that the patient is 
suffering from this infection, he is given a 
course of sulfanilamide tablets. This is 
continued for about a week. If they pro- 
duce results, well and good; otherwise no 
harm has been done and they are discon- 
tinued. If B Coli are present, he is given 
Mandelic Acid therapy, pushing it the full 
eight days as outlined by its originators. 
If the patient is suffering from marked 
rheumatic symptoms, no massage is given; 
but if he is not, twice each week a gentle 
prostatic massage is given, catching the 
expressed secretion on a slide and exam- 
ining it immediately. By this means I am 
able to keep up more or less roughly with 
the progress of the treatment and to de- 
termine the increase or decrease of pus 
cells in the prostatic field. In those cases 
where sulfanilamide seem to be of no 
value, after it is thoroughly out of the pa- 
tient’s system, I give one injection of .6 
grams neosalvarsan each week, substi- 
tuting it for an injection of mercurochrome 
on that particular day. By following out 
such a conservative course the majority of 
cases of chronic prostatitis will respond in 
four to eight weeks, then the patient can 
be discharged. At the end of this time if 
the patient has failed to respond properly 
or is becoming dissatisfied or in my judg- 
ment is not making any progress, I sug- 
gest a bilateral vasotomy. This is a minor 
operation and can be done by going to the 
hospital for one day or can even be done 
in any well organized office where there 
is plenty of help. It consists of isolating 
the vas deferens on each side, lifting it up, 
splitting it, inserting a blunt needle, and 
injecting ten ccs of five per cent collargol 
or one per cent mercurochrome into the 
vas. I have only had to resort to it a few 


times and in those cases it was the final 
step which brought about a cure. Another 
procedure along the same line which seems 
to be entirely harmless and which in all 
probability will cure many cases is injec- 
tion of the prostate gland with one per 
cent mercurochrome by the method of 
Granville Haynes. I have had no occasion 
to use this method but after hearing Dr. 
Haynes and others discuss it, I am com- 
pletely convinced that it is without harm 
and that in many instances it will be of 
marked benefit to the patient. It can be 
done under Evipal anesthesia or under a 
spinal or sacral block and according to 
those who have done many cases, it is 
without pain or untoward consequences. 
Finally, there remain those cases where 
we have tried the conservative treatment 
without avail, where we have done a vaso- 
tomy or injected the prostate, and still the 
patient has pus in the prostatic smear or 
pain about the bladder neck or rheumatic 
symptoms. What shall we do with him? 
Some 15 or 20 years ago Morrissey of New 
York reported brilliant results in a series 
of severe arthritic patients by removing 
the seminal vesicles through the perineum. 
Cunningham of Boston has reported sim- 
ilar results and has reported much benefit 
from mere incision and drainage of the 
prostate and seminal vesicles. The opera- 
tion is simple, being done exactly accord- 
ing to the perineal incision as outlined by 
Hugh Young for his prostatectomy. The 
dissection is carried down through the 
prostate, both layers of the fascia of De- 
nonvillier are opened, the prostate is in- 
cised, the seminal vesicles are located and 
opened, and a drainage tube is left in for a 
week or ten days. The treatment is ade- 
quately described by Cunningham in 
Lewis’ Surgery and needs no further elab- 
oration here. It is completely surgical, 
gives perfect drainage, and will result in 
an absolute cure of infection of the vesicles 
and prostate in any case where it is needed. 


Summarizing this paper, I would say 
that infections of the prostate and seminal 
vesicles, whether acute or chronic, should 
be treated by conservative measures and 
without trauma. If, after a reasonable 
length of time, they do not respond proper- 
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ly or show that further measures are need- 
ed ,the prostate should be injected by the 
Haynes’ method or a bilateral vasotomy 


should be done. If this fails to cure the 
patient, a perineal section should be done 
and true surgical drainage instituted. 





Acute Nephritis and Nephrosis* 


E. R. Musick, M.D. 
Associate in Medicine, University of Oklahoma 
OKLAHOMA CITY, OKLAHOMA 


There has been much confusion during 
the last several years on the subject of 
nephritis. The old classification has been 
based on the pathology found at autopsy, 
which the clinician could not correlate 
with the clinical findings. Consequently, 
the clinician had one classification, and 
the pathologist another. Several years 
ago the term “nephrosis” was coined, which 
has not simplified the problem, but has 
added to the confusion. So at the present 
time most of us are still confused over the 
“nephritis problem.” 

There are several clinical classifications 
used, but probably the most simple to 
understand and a good one generally ac- 
cepted is Christian’s classification. It is 
clinically workable and is sufficient to 
cover the whole problem. 

Whether you wish to class nephrosis as 
a distinct entity or as a grade or process in 
the nephritic state is open to controversy, 
and is unimportant so far as this discussion 
is concerned. This paper will deal only 
with acute nephritis with edema and with 
nephrosis. Focal nephritis, in which a 
small area of kidney is involved due to em- 
bolism, and the chronic forms of kidney 
disease will not be discussed. 


The treatment of nephritis is well 
standardized, and all of us have treated our 
cases by this standard. It might be of in- 
terest to understand the reasons why we 
use these treatments. This is partially 
demonstrated on the slide prepared, which 
correlates some of the clinical and chemi- 
cal occurrences in these two conditions. 





*Read before the Medical Section at the Amnual Meeting 
of the Oklahoma State Medical Association, Muskogee, Okla- 
homa, May 11, 1938. 


The heavy solid line which you notice in 
the upper part of the diagram represents 
graphically the amount and degree of 
edema. You will observe that the imme- 
diate happening in the acute nephritic is 
an elevation of the blood urea nitrogen. 
It elevates abruptly. However, about 13 
pounds of fluid must be present in the body 
tissues before an edema is demonstrable 
by pitting. Also, with equally as abrupt a 
rise is the albuminuria, shown by the 
heavy solid line at the lower part of the 
slide. You will also notice that the blood 
proteins—the serum albumin and serum 
globulin—show very little change except 
late when there may be a slight decrease in 
the total amount, but they remain in the 
normal ratio—4 to 4.5 milligrams of serum 
albumin to 2 of serum globulin. The 
blood cholesterol remains normal. 


Pathologically, acute nephritis with 
edema is known to cause a swelling of all 
the glomerular cells. It is also known that 
in the edema of nephritis the sodium and 
chlorine ions together, in conjunction with 
water, are necessary to the formation of 
this edema. The cause is thought to be 
the raising of the kidney threshold for salt. 


The treatment then of the acute neph- 
ritic is to rest the glomeruli as much as 
possible. This is accomplished by bed rest 
in order to place the kidney function at its 
lowest. Added warmth to the body sur- 
face is also useful. Second, the sodium and 
chlorine ions in combination as common 
salt should be entirely eliminated from the 
diet. If it is necessary to supply chlorides 
the potassium or calcium chloride, which 
are commercially available for table use, 
may be substituted. They have no dele- 
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terious effect on the edema. Third, use the 
amount of fluid intake necessary for body 
needs—2,000 to 3,000 cc. daily, because of 
the wasting of tissue which will occur if 
the body is dehydrated. This can safely be 
done in the absence of sodium chloride, 
unless the complication of a cerebral edema 
develops, when of course, the fluid intake 
should be restricted. Fourth, the body 
caloric needs should be kept up, preferably 
in the form of concentrated carbohydrate. 
Proteins must be limited because of the 
retention of nitrogenous products, but not 
for too long a period because protein star- 
vation brings equally as pernicious effects 
because of the eliminated albuminous ma- 
terial. Fats are not contraindicated since 
the blood cholesterol remains normal. 
Fifth, diuretics are contra-indicated. This 
point deserves special emphasis. It has been 
proven experimentally on animals that 
diuretics not only do not help, but also that 
those diuresed died sooner than those in 
which no diuretics were used. This seems 
logical when we remember that all the 
cells of the glomeruli are swollen. To at- 
tempt overstimulation would have the 
same effect on the inflammed cells of the 
kidney as overwork on any inflammed 
organs. The first principle of surgery and 
medicine is rest to an inflammed part. 


In some severe cases it may be necessary 
to place the patient on a milk diet for a 
few days. If the patient is vomiting, intra- 
venous 5 or 10 per cent glucose solution, 
one or two litres daily should be used, and 
in addition chlorides other than the sodium 
should be given in order to combat the loss 
of chloride due to the vomiting. Since 
there is no anemia during the acute stage 
there is no indication for the use of iron. 


With this type of treatment the patient 
will usually recover unless an intercurrent 
infection results. If this occurs, or if the 
acute case has been improperly handled, 
there is likely to be a recurrence of the 
edema—more marked than at the onset— 
and the patient passes into the second 
stage of nephritis—the nephrotic stage. 
Here we find an entirely different trend of 


findings. It must be mentioned here that . 


by far the greater number will recover and 
will have no residual nephritis. This is 
demonstrated on the slide as this middle 


area. The edema asa rule is shown by the 
weight curve, is much greater. The urea 
nitrogen is falling or is normal, which 
shows a return to normal of nitrogen meta- 
bolism—much in opposition to the happen- 
ings in the acute nephritic. The blood 
cholesterol is beginning to rise, and most 
important there is a beginning change in 
the blood serum proteins: there is an inver- 
sion of the albumin-globulin ratio as shown 
by the two lowest curves, with of course a 
lowering of the total blood proteins. It is 
known that when the total proteins fall 
below four milligrams, edema will occur. 
The serum albumin seems to be the factor 
that holds the fluid in the blood stream, 
and prevents its escape into the body tis- 
sues. A nephrosis practically always runs 
a low metabolism. 


The treatment of the nephrotic is first, 
rest and warmth for the reasons before 
mentioned. Second, elimination of the 
salt, and substitution of other than the so- 
dium salt. Third, the supply of fluids 
necessary for body needs. Fourth, a high 
protein diet in order to replace the serum 
proteins in the blood so they may hold the 
fluids, and to replace the albumin lost. 
They are also not contraindicated because 
the urea nitrogen is normal. Carbohydrates 
should be used to give caloric value to the 
diet. Fat should be restricted, because of 
its possible bearing on the increasing 
cholesterol. Thyroid extract is sometimes 
used in order to increase the lowered meta- 
bolism and in order to utilize the choles- 
terol found. 

Acute nephritis with edema involves pri- 
marily the glomeruli of the kidney, al- 
though there is also some tubular damage. 
The primary purpose of the glomeruli is 
to filter fluid from the blood into the 
tubules. Nephrosis, on the other hand, is 
primarily an involvement of the tubular 
structure. Probably their most important 
function is the diffusion of fluids and ma- 
terials in suspension which pass through 
the glomeruli back into the tissue spaces 
and then into the blood stream, so that the 
body can utilize the salts and materials 
needed in body function. During nephro- 
sis the tubular action is badly damaged or 
destroyed. Organs such as the liver, spleen, 
and others may be swollen from the edema, 
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and the body cavities may become filled 
with fluid. So really nephrosis becomes 
more than a kidney problem, it becomes a 
generalized metabolic disturbance. 


All this work is investigative work, and 
the clinician usually does not have the fa- 
cilities of utilizing these procedures to 
make the diagnosis. We can deduct our 
method of treatment in a great many cases 
from understanding the happenings in 
these cases of nephritis. At times, how- 
ever, it is absolutely impossible to make a 
diagnosis without the use of the laboratory. 
Massive edemas seen are usually, especial- 
ly in young individuals, either an acute 
nephritis or a nephrosis. The amount of 
the edema is of no diagnostic value. Acute 
nephritis follows an acute infection, about 
7 to 14 days, most often a streptococcic in- 
fection from the throat, tonsils, respiratory 
tract, middle ear, or gastro-intestinal tract. 
It is easily diagnosed. There is one condi- 
tion that should be mentioned, for when it 
occurs in the presence of an acute nephri- 
tis, it demands a different treatment. That 
condition is cerebral edema. Any eleva- 
tion of blood pressure over 160 systolic 
should cause immediate concern, and be- 
ginning dehydration treatment should be 
instituted. If it is allowed to progress, 
convulsions and death may result when 
the pressure rises to 180 or 200. It is 
amenable to dehydration therapy of oral 
or intramuscular magnesium sulphate, in- 
travenous hypertonic glucose, and limita- 
tion of fluids until reduction of blood pres- 
sure results. It is not a uremia, and must 
not be confused with uremia. With the 
presence of heavy albumin in the urine, 
blood in varying quantities, granular casts, 
and edema, with the history of a previous 
infection, acute nephritis with edema is 
easily diagnosed—if this is the first attack 
of an edema. If a urea nitrogen test can 
be made it will prove or disprove the diag- 
nosis. 

If, however, a case of acute nephritis 
which is apparently recovering develops 
an acute infection especially an upper 
respiratory, and the edema becomes worse, 
it is nearly certain that this patient has 
developed a nephrosis. A check of the 
serum albumin-globulin ratio will reveal 





an inversion or beginning inversion of that 
ratio. If there is a history of a previous 
edema within two years, with an inter- 
current infection of the upper respiratory 
tract, followed by a massive edema—that 
usually will also be found to be a ne- 
phrosis. 

Both these types mentioned may give 
similar urine findings, and the blood pres- 
sure may or may not be elevated in either. 


The question might arise as to why kid- 
ney function tests are not used to help in 
making the diagnoses in these types of 
cases. If we review the pathology that oc- 
curs it becomes clear. In the acute neph- 
ritis, as before stated, there is a general- 
ized edematous involvement of all the 
glomeruli. The filtration through them is 
damaged because of the edema. There are 
150,000 to 250,000 ce. of fluid that normally 
passes through the glomeruli daily. This 
fluid passes to the tubular structure, where 
there is reabsorption back into the body 
tissues. The remaining waste of approxi- 
mately 1,500 cc. passes into the bladder and 
is excreted. Only one-tenth of the glomer- 
uli of a normal kidney are active at any 
one time; the remaining nine-tenths are in 
the resting state. There are millions of 
glomeruli in the kidneys. There are 35 or 
40 loops of blood vessels in the glomerulus, 
and only three to five of these loops are 
active at one time. The remainder are 
resting. The average output of day urine 
is 1,200 cc.; of night urine, 300 cc. The 
edema fluid of nephritis and nephrosis is 
a fixed fluid, and it can not be utilized for 
body needs. The needed intake of fluid 
daily is between 2,000 and 3,000 cc., since 
some fluid is lost in the perspiration, from 
the lungs, and in the intestinal tract. 


By these facts it can be seen that it is 
only in the later stages of nephritis that 
functional tests can be of advantage in the 
diagnosis. They are worthless in the acute 
nephritis and nephrosis states. But the 
examination of the urinary sediment is 
very important, and some writers have 
gone so far as to state that the coarse 
granular casts are indicative of acuteness, 
fine granular casts as showing the sub- 
acute stage, and the waxy casts as indica- 
tive of chronic progression of the disease. 
Microscopic examination may show the 
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type of cellular structure that is diseased 
and that is consequently thrown off in the 
urine. It has also been stated that the 
presence of a few red blood cells persisting 
in the urine of a clinically improving case 
is not necessarily a bad sign; for it may 
signify that some blood is being supplied 
to the loops in the capsule and means that 
the loop is not entirely necrosed. 
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The Use of Cautery and Escharotics in the Nose 


O. Aton Watson, M.D. 
OKLAHOMA CITY, OKLAHOMA 


It is not my purpose to delve deeply into 
the subject of physical therapy as applied 
to the nose and sinuses. I intend merely to 
discuss two conditions, very different in 
nature, that are greatly benefitted or re- 
lieved by cauterization either with heated 
applicators or some of the caustic agents 
such as Trichloracetic acid, chromic acid 
bead, strong solutions of silver nitrate, or 
the various drugs used in ionization of the 
nasal mucosa. In passing, I should like to 
state that in my opinion, the results ob- 
tained by ionization are no different from 
those obtained by the use of trichloracetic 
acid thoroughly applied. What I consider 
a proper technique of application will be 
described a little later. 

The first condition to be discussed is 
Hypertrophic Rhinitis, which is described 
as a chronic inflammatory thickening of 
the nasal mucous membrane with an in- 
crease in connective tissue, especially on 
the inferior turbinate. Etiology of this dis- 
ease is not specific—any condition which 
produces repeated attacks of irritation and 
inflammation of the nasal mucous mem- 
brane will cause hypertrophy— 

1. Repeated attacks acute rhinitis. 

2. Exposure to dust and chemical irri- 
tants. 

Gas fumes. 
Climatic conditions. 
Improper diet. 
Anemia. 


2 om oo 


All are listed as causes in different in- 
dividuals. 

Pathology is an increased blood supply 
with increase of connective tissue so that 
contractile power of the turbinate tissue is 
impaired or lost. The inferior turbinate is 
the most commonly involved. 

Symptoms. 

1. Nasal obstruction. 

a. Alternating. 
b. On lying down. 

2. Sticky post-nasal secretion. 

3. Headache—if drainage of sinuses is 

obstructed by pressure of middle tur- 
binate. 


Diagnosis is made on: 

1. Dusky red color. 

2. Increased size of turbinates. 

3. Swelling is resistant to probe and de- 
pressions fill in slowly. 

4. Symptoms. 


If elimination of causative factors is not 
effective and other causes of nasal obstruc- 
tion such as nasal polyps—deviated sep- 
tum, etc., are ruled out—cauterization of 
the inferior turbinate will usually give re- 
lief: The electrode should be a narrow one 
to lessen the amount of tissue destruction. 
After the nose is properly anesthetized 
with 10 per cent cocaine solution, the elec- 
trode is heated to a cherry red color and 
beginning at the posterior tip of the infer- 
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ior turbinate is drawn forward slowly, al- 
lowing enough time for the heat to coagu- 
late the tissue entirely through the mucosa 
and periosteum—so that the resulting scar 
will be attached to the bone. Otherwise in 
a short time, a few weeks or months, the 
swelling is as great as ever. When the 
procedure is finished, there should be a 
line or eschar along the entire length of 
the inferior turbinate. What is the result? 
Temporarily there is increased swelling 
and for a few days the patient should use 
some oily medicant; the nose should be 
examined every two or three days to be 
sure there are no adhesions between the 
burned surface of the inferior turbinate 
and the septum which may have been ac- 
cidentally burned in some area. Within a 
week or ten days, the swelling is subsiding 
and by the end of two weeks the mucosa is 
usually healed. Best results regarding 
breathing space are not obtained for about 
six to eight weeks. By this time there is 
adequate breathing space and consequent- 
ly proper aeration of the nasal mucous 
membrane with decreased infection of the 
membrane, and less secretion formed. The 
normal secretions are dried out in a normal 
manner so that there is no excess to ac- 
cumulate in the naso pharynx. In proper- 
ly selected cases, this is one of the most 
satisfactory operations that the nasal sur- 
geon may do. 

The second condition of which I shall 
speak is vasomotor rhinitis, or hyper aes- 
thetic rhinitis. It seems to me that the 
latter term offers a better description of 
the disease—since that is really what is 
present—an over sensitiveness to any irri- 
tant, whether dust, changes of temperature 
or from internal factors such as foods, 
drugs, etc. 


The symptoms are: 


1. Nasal blocking. 
2. Sneezing. 
3. Watery discharge. 


Examination: There is a pale, edematous 
mucous membrane—throughout—which is 
more pronounced on inferior and middle 
turbinate. This may lead, in long contin- 
ued cases, to the formation of mucous 
polyps either in the sinuses or in the 
nose, or to the formation of a polypoid mid- 
dle turbinate. 


X-ray or transillumination usually re- 
veals sinuses all clear with the exception 
of each antrum which usually is slightly 
cloudy or quite cloudy depending on the 
amount of edema involving the mucous 
membrane lining of the sinus. These 
sinuses will become clear in a few minutes 
if an adrenalin or ephedrine tampon is 
used in the nose. Antrum puncture will be 
negative to pus unless secondarily infected. 
Eosinophiles are found to be numerous in 
any case. This type of patient has the 
same symptoms as seasonal hay fever ex- 
cept the eyes are usually not involved as 
much, if any, and the condition is not sea- 
sonal. There is a great variation in severi- 
ty of the disease, some patients only sneez- 
ing a few times on arising and being nor- 
mal throughout the day, while others have 
severe symptoms all day. Many of these 
patients later or coincidentally develop 
asthma, which points to the fact that the 
condition is not a local one but of consti- 
tutional scope. 

I would like to state that in my opinion, 
many of these patients have been erron- 
eously treated for sinusitis—and have run 
the gauntlet of treatment from Argarol 
tampons to sinus exenteration. I wish to 
make a plea for proper diagnosis with 
definite information to the patient that he 
or she is not suffering from sinusitis as 
ordinarily considered, but that they have 
a constitutional predisposition and will 
probably always have some tendency for 
recurrence of their symptoms as different 
factors arise in spite of any treatment that 
may be instituted. Regarding local treat- 
ment of this malady, I have a few sugges- 
tions that may be of benefit. There should 
be a minimum of surgery. The sinuses 
should not be opened unless there are 
definite indications of infection. A deviat- 
ed septum or mucous polyps may be sur- 
gically handled with improvement of the 
local condition but even these operations 
are better done when the symptoms of 
vasomotor rhinitis are not at the most acute 


stage. 

The use of trichloracetic acid (25-50 
strength) as a coating for the entire mu- 
cous membrane of the nose is often of great 
value in lessening the symptoms and re- 
storing the membrane to a more normal 
color and tone. This should be preceded 
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by thorough anesthesia with 10 per cent 
cocaine and followed by an oily spray reg- 
ularly for several days afterward. The 
acid should be applied sparingly with a 
fairly dry applicator, being careful that it 
is not allowed to run. If the nose is exam- 
ined regularly for a few days, it is easy to 
prevent the formation of any adhesions. 

I wish to say that I am not advocating 
this treatment in every case of vasomotor 
rhinitis—and that not more than 50 per 
cent of the patients are benefitted even 
temporarily. Many get more relief by an 
allergic review with elimination of spe- 
cific reactors—food, dust, animal dander, 
etc., but for the mild cases, or those who 
have not obtained relief from the allergist, 
and for those who prefer to give this simple 
form of treatment a trial first—it is worth 
while. It may be repeated as found neces- 
sary if the patient has been given relief. 


——( 





The Summer-Time Use of Mead’s 
Oleum Percomorphum 


During the hot weather, when fat tolerance is 
lowest, many physicians have found it a successful 
practice to transfer cod liver oil patients to Mead’s 
Oleum Percomorphum. 

Due to its negligible oil content and its small 
dosage, this product does not upset the digestion, 
so that even the most squeamish patient can 
“stomach” it without protest. 

There are at least two facts that strongly indi- 
cate the reasonableness of the above suggestion: 
(1) In prematures, to whom cod liver oil cannot 
be given in sufficient dosage without serious di- 
gestive upset, Mead’s Oleum Percomorphum is the 
antiricketic agent of choice. (2) In Florida, Ari- 
zona and New Mexico, where an unusually high 
percentage of sunshine prevails at all seasons, 
Mead’s Oleum Percomorphum continues increasing- 
ly in demand, as physicians realize that sunshine 
alone does not always prevent or cure rickets. 

Mead Johnson & Company, Evansville, Indiana, 
invite you to send for samples of Mead’s Oleum 
Percomorphurm for clinical use during the summer 
months to replace cod liver oil. 


o 
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Summer Diarrhea In Babies 

Casec (calcium caseinate), which is almost wholly 
a combination of protein and calcium, offers a 
quickly effective method of treating all types of 
diarrhea, both in bottle-fed and breast-fed infants 
For the former, the carbohydrate is temporarily 
omitted from the 24-hour formula and replaced 
with eight level tablespoonfuls of Casec. Within a 
day or two the diarrhea will usually be arrested, 
and carbohydrate in the form of Dextri-Maltose 
may safely be added to the formula and the Casec 
gradually eliminated. Three to six teaspoonfuls of 
a thin paste of Casec and water, given before each 
nursing, is well indicated for loose stools in breast- 
fed babies. Please send for samples to Mead John- 
son & Company, Evansville, Indiana. 
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DISEASES OF THE SKIN FOR PRACTITIONERS 
AND STUDENTS: By George Clinton Andrews, 
A.B., M.D., Associate Professor of Dermatology, 
College of Physicians and Surgeons, Columbia 
University; Chief of Clinic, Department of Der- 
matology, Vanderbilt Clinic; Fellow of the Amer- 
ican Medical Association, of the American Col- 
lege of Physicians, and of the New York Academy 
of Medicine. Second Edition, Entirely Reset 
899 pages with 938 illustrations. Philadelphia 
and London: W. B. Saunders Company, 1938 
Cloth, $10.00 net. 


In this second edition of Andrews’ book over 75 
new diseases have been added, and there are new 
chapters on dermatoses due to filterable viruses, 
vitamin deficiencies, and cutaneous infiltrations 
with products of metabolism. Furthermore, sev- 
eral hundred additions have been made in subject 
matter, including remedies and prescriptions, dis- 
cussions of allergy, sensitization tests, desensitiza- 
tion, and dermatologic surgery. Photographs in 
the first edition received much favorable comment 
and in this edition have been augmented and im- 
proved by substitutions and additions of over 200 
pictures. There are many histological drawings 
and microphotographs have been added. Special 
prominence has been given to the more common 
skin diseases, making the text simple, easy to use 
and practical. 

This will be a very acceptable work to students, 
and general practitioners. 

_ Oo — — 


Cutaneous Absorntion of Sex Hormones 


Carl R. Moore, Jule K. Lamar and Naomi Beck. 
Chicago (Journal A.M.A., July 2, 1938), applied 
testosterone or testosterone propionate to the skin 
of rats and guinea pigs as an ointment. It is read- 
ily absorbed and either maintains the accessory re- 
productive organs of castrate male animals in a 
normal reproductive state or stimulates their de- 
velopment precociously in the young or decidedly 
above the normal levels in adult animals. These 
androgens, so administered, exert effects similar to 
those obtained following subcutaneous injections. 
They (1) maintain reproductive accessories in cas- 
trate males at all ages, (2) reconstitute castrated 
guinea pigs within seven days of treatment to a 
state of producing coagulable ejaculates on elec- 
trical stimulation of the head, and (3) produce 
injuries to testes of normal growing young male 
rats. Face cream (stated to contain estradiol) sold 
commercially and recommended for the removal 
of wrinkles from normal women has decided in- 
ternal effects when applied daily on the skin of 
experimental animals. Such treatments stimulate 
mammary development on normal male guinea pigs, 
induce cornified vaginal estrous smears in spayed 
female rats, maintain or increase normal growth of 
the uterus in young or mature spayed rats and 
reduce the weight of the testes by 80 per cent and 
the weight of seminal vesicles by 90 per cent in 
young male rats in comparison with normal! litter 
mates. These results both emphasize the efficiency 
of applying hormones in a skin ointment and at 
the same time suggest caution in the use by normal 
persons of articles containing these active prin- 
ciples. 

ee 
NOTICE 

L. E. Gleeck, former State Factory Representative 
of H. G. Fischer & Co., is convalescing from an 
attack of Coronary Thrombosis and will be calling 
on his customers in September, for F. A. Davis 
Company, Philadelphia. 
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EDITORIAL 


PRACTICAL RECIPROCITY 








It is again time to bring to the attention 
of our membership the matter of giving 
every consideration to our advertisers, not 
only that we may use Council approved 
products but to practice reciprocity with 
the firms who purchase advertising space 
in the Journal and exhibit space. at our 
Annual meeting. 

We are visited every day by detail men 
who bring to our attention both new and 
old preparations. Some firms depend en- 
tirely upon these detail men to place their 
products on the market and they are edu- 
cated to try to teach us how to practice 
medicine. How many of us stop to inquire 


as to whether or not the products are 
Council Approved? There are a few 
pharmaceutical houses that carry on sci- 
entific research work and are sure before 
the detail man visits you that their claims 
are well founded and the product sub- 
mitted to the Council for investigation. 
Again there are inferior houses who take 
advantage of this situation, add a little 
something that will not hinder the action 
and effect, change the name and claim a 
superior preparation. Perhaps they may 
even cut the price a little, for they have 
had no expense in carrying on the research 
work, which has been necessary to prove 
the effectiveness of the product. 


The firms that do not use the ethical 
Journals in advertising in many instances 
have nothing to offer that your Journal 
will accept, as we will publish the adver- 
tising of no product that is not Council 
Approved. The service of this Council is 
offered to us without cost and we should 
be smart enough to take advantage of it. 
We can help to make the seal of this Coun- 
cil mean even more than it does now by 
insisting upon it being an important part 
of the recommendation of any product. 


When an advertisement appears in this 
Journal you can be sure that after thor- 
ough investigation we have found it to be 
reliable and you can also be equally sure 
if the detail men can show you Council 
approval. 


4) 
v 


MORE SUB-STANDARD WORK 





When the Public Welfare Commission 
agreed to spend its Crippled Children’s 
money through the channels already es- 
tablished under the Crippled Children’s 
law, it reserved the right to approve hos- 
pitals in addition to the list of accredited 
hospitals passed upon by the Board of 
Standardization. 

At a meeting about a month ago, Major 
Kerr (and this is the same Kerr, who by 
his action on the Board of Regents destroy- 
ed our Post Graduate Program) secured 
approval of a Muskogee Hospital, and this 
hospital had never applied for approval 
from the Committee on Standardization. 
Following this Mr. Hyde secured approval 
of a hospital in Elk City, which institution 
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has never been approved by the Board of 
Standardization. 

Our Crippled Children’s Law was mod- 
eled so as to protect the crippled child 
against inferior care and made it neces- 
sary for every hospital, as well as the 
Staff, to meet certain requirements, and 
it would be a sad misfortune indeed if this 
standard were lowered or in any way 
manipulated by politicians. This appears 
to be some more of the sub-standard work 
of the Public Welfare Commission as was 
evident in their management of the Pen- 
sion matter. 

The crippled child must be protected 
and assured the best professional care and 
there must be some way tc accomplish this 


in an orderly manner. 
). 


SAN FRANCISCO MEETING OF THE 
AMERICAN MEDICAL ASSOCIATION 


The 1938 session of the American Med- 
ical Association was the fifth one to meet 
in San Francisco, the last session held there 
being in 1923. The registration at the 1923 
session was 3,726 while over 6,000 Fellows 
registered at the 1938 session. The mem- 
bership of the Association in 1923 was 88,- 
159; today it is 109,435, the largest number 
ever recorded in the history of the organi- 
zation. 

At the opening session practically every 
delegate was present, and when the ref- 
erence committee appointments were an- 
nounced, you will be pleased to learn that 
your two delegates each had an appoint- 
ment on an important committee, before 
which several important matters were pre- 
sented and acted upon. At this meeting all 
alternate delegates, also all presidents, 
secretarys and editors of State Medical 
Associations were invited to attend all ses- 
sions of the House of Delegates, including 
the executive session. 

A resolution known as the Indiana Plan, 
“An Antidote for State Medicine,” was ap- 
proved in principle. This plan is similar 
to the recommendations submitted by the 
Missouri State Medical Association Com- 
mittee on Postgraduate Course. The In- 
diana Plan follows: 


AN ANTIDOTE FOR STATE MEDICINE 


Frequently today the physician finds articles in 
the press questioning his efficiency and his methods 





of practice. Such articles accuse him of ignoring 
preventive medicine in his daily work. He is be- 
wildered and defensive in his attitude for he feels 
that he is doing his job well. Even superficial ob- 
servation will disclose the marked drop in death 
rate as a result of measures instituted by the medi- 
cal profession in controlling tuberculosis, malaria, 
typhoid, diarrhea, yellow fever, puerperal sepsis 
and other infectious diseases. Preventive medicine 
is now being practiced by all physicians as private 
practitioners to some degree. In many parts of the 
state, county medical units have a definite pro- 
gram. The time is ripe to correlate these scattered 
activities, survey our local situations and acquaint 
the public with the extent of this phase of work. 


Many phases of preventive medicine have ad- 
vanced by stimulation from outside groups. Drives 
have been sponsored with much misunderstanding. 
Preventive medicine has now reached its maturity 
and should be utilized to the fullest by organized 
medicine and by the individual doctor. It is futue 
for one county or state to try to promote this alone. 
Disease and disaster are not aware of state borders, 
A national policy on the part of organized medicine 
is needed now. 

Too long have we kept our light under a bushel 
It is time to take the offensive. The amount of 
preventive medicine can be increased by the pri- 
vate practioner with definite benefit to his com- 
munity and to himself, and the public will be made 
to realize that American medicine is pliable enough 
to continue as an individualistic enterprise. 

Throughout the ages, medicine has adapted itself 
to social changes. We are now in one of those 
states of changing social customs and aspirations 
The American public looks to organized medicine 
forleadership. Prevention of disease, eariy recog- 
nition of defects and diseases, reduction of hazards 
and prolongation of life are the important func- 
tions of a physician. 

In Indiana we have visualized preventive medi- 
cine as a wheel with each spoke representing some 
important phase. Each phase is featured as a 
“Topic of the Month” in the Journal of the In- 
diana State Medical Association and is announced 
or discussed in each county medical society the 
month the subject is featured. The topic of the 
month is given support in the press and is discussed 
by speakers before medical and lay groups. 

PURPOSE 

To promote aggressive leadership by organized 
medicine in prevention of disease and early de- 
tection of defects. 

To incorporate preventive medicine as an im- 
portant phase of private practice and of county 
medical activity. 

To promote a national health program with 
emphasis on prevention of disease sponsored by 
American Medical Association with due regard for 
local situations. 


DIVIDEND OR RESULTS 


Create good will and public approval. 

Raise general standard of medical practice. 

. Prevent many deaths and much suffering. 

. Give better ordered life for the doctor. 

Give a steadier income for the doctor. 

. Intelligent defense against disease is our best 
defense against government encroachment. 
The film “The Birth of a Baby” was en- 

dorsed for its educational value with the 

recommendation that its showing be lim- 

ited to adults in counties where the county 


medical society approves the picture. 


or ee 


A resolution proposing the creation of a 
Council on Medical Care was not approved 
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with the explanation that the Board of 
Trustees is considering the appointment of 
a special committee under the same name. 

The Association voted to oppose all leg- 
islation which would restrict animal ex- 
perimentation and urged all state associa- 
tions to assist in an educational campaign 
emphasizing the humane use of animal ex- 
perimentation in research and saving hu- 
man life. The resolution was referred to 
the Board of Trustees. 

The House of Delegates requested the 
Council on Foods to re-establish its rules 
on butter and dairy products. 

The house approved in principle the es- 
tablishment of the Rockefeller Cancer 
Control Fund on condition that a majority 
of the members of the advisory council be 
members of the American Medical Asso- 
ciation. 

A resolution requesting the establish- 
ment of a policy outlining the ethical and 
unethical features of fee schedules was re- 
ferred to the Bureau of Medical Economics 
for study and report at the next Annual 
Session. 

The name of the Bureau of Health and 
Public Instruction was changed to the Bu- 
reau of Health Education. 

The resolution was adopted to the effect 
that no alien be granted a license to prac- 
tice medicine in the United States unless 
he first became a naturalized citizen. 

The report of the Judicial Council con- 
cerning physicians and cultists was adopt- 
ed and the secretary was instructed to 
bring the report to the attention of all 
State Associations to the effect that the 
American Medical Association does not ap- 
prove of its members meeting in consul- 
tation with cultists or occupy joint recep- 
tion rooms with them as it tends to lower 
the standing of the physician and has a 
tendency to elevate the cultists. Lecturing 
or teaching or appearing on the programs 
of osteopaths, chiropracters, optometrists 
or chiropidists was frowned upon. 


The report of the Committee to Study 
Contraceptive Practices and Related Prob- 
lems was endorsed as follows: 


It is not the function of the American Medical 
Association to tell physicians what therapeutic ad- 
vice they shall offer patients. However, it has been 
its policy to investigate various procedures, devices 


and drugs, and to publish the results of such studies 
in its official publications for the information of 
the profession. 


The instructions to the Council on Pharmacy 
and Chemistry and the Council on Physical Therapy 
to investigate further the materials, devices and 
procedures used for the purpose of contraception 
do not indicate any change in the usual policy of 
the Association, nor do they constitute an endorse- 
ment by the Association of contraceptive practices. 

Rigid visual standards for granting auto- 
mobile drivers’ licenses were recommend- 
ed for adoption by the several states by 
the Section on Ophthalmology, which was 
adopted. 

A resolution requesting that the Associa- 
tion establish standards for testing alco- 
holic intoxication was referred to the 
Board of Trustees for study and report at 
the next Annual Session. 


A resolution denoting the teaching by 
physicians in schools of chiropody as un- 
ethical was laid on the table with the ex- 
planation that further study of this com- 
plex problem was needed. 

Resolutions requesting the employment 
of public relations counsel and the ap- 
pointment of a committee on public rela- 
tions were not adopted with the explana- 
tion that these contacts are now being 
maintained. 

A resolution suggesting legislation to 
authorize the giving of contraceptive ad- 
vice by physicians to patients by mail was 
referred to the Board of Trustees. 

The Association reiterated its recom- 
mendation that a Federal Department of 
Health be established with a medical prac- 
titioner at its head. 

The report of the Bureau of Medical 
Economics, was adopted including two 
proposals as a resolution to the problem of 
medical service in group hospitalization 
contracts, as follow: (1) Restrict the bene- 
fits of the. contract exclusively to the use 
of hospital facilities such as bed and board, 
operating room, medicines, surgical dress- 
ings and general nursing care; and (2) 
PAY CASH BENEFITS DIRECTLY TO 
THE INSURED FOR ALL MEDICAL 
SERVICES. 

An address on “Work of the Interdepart- 
mental Committee of Coordinate Health 
Welfare Activities of the Federal Govern- 
ment” prepared by Josephine Roche was 
presented. The address was referred to 
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the Committee on Executive Session which 
reported as follows: 


Your Committee emphatically agrees with the 
statement in the address which reads: “No one 
formula or program can possibly be found adequate 
to meet the varied needs of medical care.” 


Your Committee notes with satisfaction that a 
group of physicians have been invited to take part 
in the discussions of the forthcoming National 
Health Conference and that it includes some of 
the officers of the American Medical Association. 
This will make available a vast amount of infor- 
mation concerning the subject involved which has 
been accumulated over a period of years including 
the result of our survey of medical service. We 
are confident that our official representatives will 
be guided by the principles and opinions that have 
been repeatedly expressed by the House of Dele- 
gates. 

The report was unanimously approved by the 
House of Delegates. 

Dr. J. H. J. Upham, Columbus, presided 
at all the Sessions, and Dr. Irvin Abell, 
Louisville, was installed as President to 
serve at the 1939 Session. Dr. Rock Sley- 
ster, Wauwatosa, Kisconsin, was elected 
President-elect. Vice President, Dr. How- 
ard Morrow, San Francisco. 

Other officers elected were: Secretary, 
Dr. Olin West, Chicago, (re-elected) ; 
Speaker of the House of Delegates, Dr. 
Harrison H. Shoulders, Nashville; Vice 
Speaker, Dr. Roy W. Fouts, Omaha; Treas- 
urer, Dr. Herman L. Kretschmer, Chicago, 
(re-elected). 

Drs. Austin A. Hayden, Chicago, and 
Charles B. Wright, Minneapolis, were re- 
elected Trustees. 

As meeting places for the next three an- 
nual sessions of the Association, the House 
of Delegates chose: 

For 1939, St. Louis. 

For 1940, New York. 

For 1941, Cleveland. 

Dr. Rudolph Matas, New Orleans, was 
chosen by the House of Delegates as the 
first recipient of the distinguished service 
medal for “meritorious services in the 
science and art of medicine” created by 
the Association in 1937. 

We were very much interested in getting 
next years meeting to St. Louis and gave 
them our assistance and support, so that a 
large number of our members would have 
the opportunity of attending. We hope 
that at least half of our members will be 
able to attend the °39 meeting; but we 
consider the attendance of 56 at the San 


Francisco Meeting very good, when the 
distance is taken into consideration. 
Your Delegates, 
McCiain Rocers. 
W. ALBertT Cook. 





Editorial Notes—Personal and General 


DR. G. R. Booth, and family, LeFlore, have re- 
turned from a vacation trip to California. 





DR. AND MRS. C. E. WILLIAMS, Woodward, 
spent the month of August in Colorado, where Dr 
Williams took post graduate work at Denver. 


DR. AND MRS. DAVID PAULUS, and children, 
have returned from a vacation spent on Square G 
Ranch, Jenny Lake, Wyoming. 


DR. AND MRS. LEA A. RIELY, Oklahoma City, 
have returned from Honolulu and San Francisco 
where they spent some time. 

DR. C. M. BLOSS, JR., Okemah, has taken over 
the office and practice of his father, the late Dr 
C. M. Bloss. Dr. Bloss is a graduate of the Uni- 
versity of Oklahoma Medical School. 


DR. R. Q@. ATCHLEY, Tulsa, spent the summer 
months at the Lahey Clinic at Boston 


DR. AND MRS. JOHN 8S. ROLLINS, and son, 
John Gordon, of Prague, attended the graduation 
of their daughter, Miss Mabel Geraldine, at Ward- 
Belmont, Nashville, Tenn., and spent their vaca- 
tion in Washington, D. C., New York City, Niagara 
Falls, Toronto, Canada and Detroit. 

The Valley View Hospital at Ada was dedicated 
with appropriate ceremony, Sunday, July 24th 
This is a beautiful institution erected and equipped 
through the cooperation of contributors of Ada 
and the Commonwealth Fund of New York It 
has the most modern equipment and facilities to 
well serve this particular community. The co- 
operation of the Commonwealth Fund insures an 
institution of high standara. 


New X-ray equipment, costing $7,500, is being 
installed in the Western Oklahoma Charity Hos- 
pital, Dr. H. K. Speed, Jr., superintendent stated 
The equipment includes an X-ray, a fluoroscope 
and a portable X-ray machine. 


DR. J. L. DAY, superintendent of the Western 
Oklahoma Hospital, Woodward, and Mrs. Day were 
hosts to the doctors of the Northwestern district 
and their wives, June 28th, at their regular meet- 
ing. Dr. C. W. Tedrowe, president, presided and 
introduced Dr. C. P. Bondurant, Oklahoma City, 
who gave the principal address of the evening, 
“Some Common Skin Diseases.” 


The 23rd annual meeting of the American Asso- 
ciation of Railway Surgeons will be held at the 
Palmer House, Chicago, September 19-23, 1938 

This Association includes members in practically 
every railroad company in the United States. An 
extremely interesting and highly profitable pro- 
gram has been arranged and all physicians and 
surgeons are invited to attend the sessions of this 
meeting as guests of the organization. There will 
be no rgistration fee to M.D. non-member guests 
Complete program and information regarding the 
meeting may be secured by addressing Mr. A. G 
Park, Convention Manager, Palmer House, Chicago 
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The Causes of Vaginal Bleeding and the Histology 
of the Endometrium after the Menopause; How- 
ard C. Taylor, Jr., and Robert Millen; The Amer- 
ican Journal of Obstetrics and Gynecology, July, 
1938. 

During the period 1921 to 1935, 12,350 patients 
were admitted to the Gynecologic Service of the 
Roosevelt Hospital and of these 4,362 had some 
form of abnormal vaginal bleeding. 

There were 406 patients with postmenopausal 
bleeding. There was some type of malignant tumor 
present in 63 per cent of these. 

“Benign tumors of tne uterus and ovary were 
the lesions chiefly responsible for the symptom in 
17 per cent of the cases. Of special interest was 
the association of hyperplasia of the endometrium 
with typical cystic pseudomucinous tumors of the 
ovary in two instances. 

“Inflammatory lesions, usually in the cervix or 
vagina, were the apparent cause of bieeding in 11 
per cent. 

“In the remainder, or about eight per cent, no 
gross lesion to explain the bleeding was present in 
the pelvis. Several of this group showed evidence 
of a late ovarian effect on the endometrium or of 
an endometrial hyperplasia due to this or other 
causes. These instances of hyperplastic changes 
in the postmenopausal endometrium are important 
as possible pre-cancerous lesions.” 

The authors feel, however, that attention should 
be drawn to the fact that tnese statistics are 
based upon hospital patients and that conse- 
quently the incidence of major lesions is naturally 
higher than the average office practice. For this 
purpose, 291 patients with similar symptoms but 
seen in office practice gave an incidence of ma- 
lignant disease of only 38 per cent. They feel that 
this figure is probably higher than the incidence 
of malignancy in the cases of postmenopausal 
bleeding which come originally to the family phy- 
sician, because the office figures were taken from 
a gynecologist’s practice and there were probably 
an unusual number of referred cancer cases to con- 
tinue the emphasis upon cancer. It is felt that the 
incidence in an unsorted group in patients of post- 
menopausal bleeding would still range in the 
neighborhood of 20 to 25 per cent. 

There is an extremely interesting discussion as 
to cause of bleeding after the menopause where 
there is no malignant tumor present and the en- 
dometrium shows very few changes, except endo- 
metritis. They have also discussed 34 patients in 
their group where there was no gross inflamma- 
tory or neoplastic lesion in the pelvis. 

An attempt is made to explain the presence of 
typical hyperplastic endometrium after the meno- 
pause and there is an interesting discussion as to 
the possible correlation of this disease with malig- 
nancy of endometrial tissue. 


Included in the article is a preliminary classifi- 
cation of their 4,362 patients with abnormal vaginal 
bleeding upon the basis of incidence of the disease 
causing such bleeding before the menopause. It 
shows that the relative frequency of functional and 
unexplained causes of bleeding remains about the 
same in any decade before the menopause. Bleed- 
ing due to some complication of pregnancy has its 
principal incidence in the twenties and even earlier, 
as does inflammatory disease. On the other hand 
benign tumors show both their greatest absolute 
and relative frequency as causes of bleeding shortly 
before the menopause due to the well-known age 
incidence of fibroids. 


Comments: This is a valuable article for two 
principal reasons. 

It contains statistical evidence as to the frequency 
of pathological lesions causing vaginal bleeding 
after the menopause. In this direction it is inter- 
esting that the incidence of malignant disease is 
about that shown by many series of figures which 
have demonstrated the presence of cancer in about 
two-thirds of the patients admitted to hospital ser- 
vices with postmenopausal bleeding. 

In the second place, this article contains valuable 
information and discussion of the non-malignant 
endometrial changes found after the menopause 
which are at the present time causing so much 
concern as to the etiological factors involved and 
the significance of such endometrial changes as 
hyperplasia. 

There has long been an attempt to establish a 
relationship between so-called hyperplastic endo- 
metrium and adenocarcinoma of the corpus uteri. 
It is the continuation of such studies as this one 
which will lead us to a proper evaluation in de- 
termining this relationship and consequently de- 
termining the proper therapeutic procedures to be 
employed in instances were hyperplastic endome- 
trium is found. 

Wendell Long. 


An Evaluation of the Anterior Pituitary-Like Sub- 
stance Intradermal Test for Pregnancy, With a 
Study of the Possible Relation of this Test to 
Prolan Content; Friedman and Fink; The Amer- 
ican Journal of Obstetrics and Gynecology; July, 
1938. 


The following summary is an excellent condensa- 
tion of the work done by these authors and their 
conclusions. 

“1. The intradermal administration of anterior 
pituitary-like substance of pregnancy urine as a 
diagnostic test for pregnancy shows the following 
deviations from expected results on proved cases: 

a. Of expected results in 88 pregnant women 
there were eight who gave negative results. 

b. Of expected negative results in 40 non-preg- 
nant women, only 13 gave a negative preg- 
nancy reading, 27 were positive for pregnancy. 

c. Of expected negative results in 33 men, eight 
showed the expected result, 25 showed positive 
pregnancy tests. 

"2. Prolan studies done on 10 non-pregnant wom- 
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en who gave a definitely positive pregnancy read- 
ing were negative. 

“3. Prolan studies done on six men who gave a 
definitely positive pregnancy reading were nega- 
tive in five and positive in one. 

“4. Of seven non-pregnant women with a Pposi- 
tive prolan, five gave a positive pregnancy test 
and two a negative test. 

“5. The results are in substantial agreement with 
other recent critical analyses of this diagnostic 
procedure.” 

Comments: An abstract of this article is sub- 
mitted because there are still a good many phy- 
sicians who have placed some confidence in this 
test for pregnancy whereas the numerous controlled 
studies show it to be entirely unreliable. 

Wendell Long. 


Vaginectomy; Masson and Knepper; The American 
Journal of Obstetrics and Gynecology; July, 
1938, page 94. 

There is a brief review of the history of this op- 
erative procedure and a discussion of the merit and 
indications for both total and subtotal vaginectomy. 

The technique of total vaginectomy is well 
described. 

The authors report 23 cases in which complete 
vaginectomy was performed in the Mayo Clinic 
from 1910 to 1937. Of these 19 patients were traced 
and found to be cured without any incidence of 


recurrence of the prolapse or hernia. In their, 


series they had no instance of the Le Fort partial 
vaginectomy. They expressed a preference for the 
complete operation over the subtotal operation of 
Le Fort. 

The following conclusions well express the feel- 
ing of the authors: 

“1. In gynecologic hernias, the selection of the 
operation best suited to the individual case is im- 
portant 

“2. In the more difficult hernias which affect 
elderly patients some type of vaginectomy is justi- 
fiable. 

“3. Comparatively few cases of either partial or 
complete vaginectomy are recorded in American 
literature. 

“4. There is no doubt in our minds that a partial 
vaginectomy with removal of more or less of the 
upper part of the vagina is a rather common prac- 
tice associated with a vaginal hysterectomy but 
that it is not reported. 

“5. The Le Fort operation with preservation olf 
the uterus is a safe and satisfactory operation. 

“6. Complete vaginectomy with removal of the 
uterus is the operation of choice in many cases in 
which elderly women have procidentia of high de- 
gree and also is often indicated in cases in which 
vaginal hernia follows a previous hysterectomy.” 


Comments: The first conclusion of these authors 
that “In gynecologic hernias, the selection of the 
operation best suited to the individual case is im- 
portant” is fundamental in the proper correction 
of this pathological condition. 

To properly repair gynecological hernias, one 
must be familiar with and able to perform satis- 
factorily a relatively large list of operations in order 
to adapt the most ideal procedure to the various 
different lesions which occur together with com- 
plications of the primary hernia such as disease of 
the uterus itself. 

In those where complete cessation of sexual re- 
lations is not objectionable, both the subtotal and 
total vaginectomy or colpectomy have a distinct 
place in the treatment of very advanced herniation 
especially in the aged, in those in poor general 


condition, and in instances where there is a vagi- 
nal herniation following either a subtotal or total 
hysterectomy. 

Both the Le Fort and complete colpectomy have 
been extremely useful to me in selected patients 
and the results have been quite satisfactory. These 
operations are also desirable when patients are in 
poor general condition, as they can be done quite 
satisfactorily under local infiltration anesthesia 
with much less consequent risk. 

Wendell Long. 





The Differential Diagnosis of Jaundice; Labora- 
tory Tests Usetul in the Distinction Between 
Surgical and Nonsurgical Conditions; Kyran E. 
Hynes and Clyde R. Jensen; western Journal of 
Surgery, Obstetrics and Gynecology; July, 1938, 
page 371. 


In a critical review of cases of jaundice, it was 
found that errors are frequent in the differential 
diagnosis between various common causes of jaun- 
dice. The authors believe that many such errors 
are unnecessary, and that it is possible to differen- 
tiate with a high percentage of accuracy not only 
between surgical (mechanically obstructive) and 
nonsurgical (hepatocellular) jaundice, but also be- 
tween various forms of mechanical obstruction, 
such as common duct stones and neoplastic ob- 
struction of bile duct. 

They point out that jaundice is not an emergency 
State and that haste is, therefore, unnecessary in 
its diagnosis. 

In an attempt to attain this improvement in 
diagnostic efficiency they offer: (1) a discussion of 
the pathologic physiology of jaundice, with a 
simple classification of jaundice based primarily 
upon clinical needs; (2) a table of a few selected 
laboratory tests arranged so that results of these 
tests, if correctly interpreted, will fit readily into 
simple diagnostic patterns. The clinician must 
determine which of the tests are indicated in a 
given case and must interpret results with the 
realization that individual findings or details of 
the test may shift with the varying stages of each 
disease process, although the general] pattern re- 
mains. 

The tests which they mention may be enumer- 
ated as follows: (a) Tests of excretary phases; 
under this heading (1) serum bilirubin, (2) blood 
cholesterol and cholesterol esters, (3) bilirubinuria 
and urobilinogenuria, (4) excretion of dyes, and (5) 
duodenal drainage; ‘(b) Tests of intracellular 
phases; (1) Carbohydrate tests of liver function, 
(2) tests of nitrogenous metabolism: (c) Miscel- 
ianeous laboratory tests: (1) blood Wassermann. 
(2) blood picture, and (3) X-ray. 

All these tests are discussed in detail and must 
be read in the original in order to obtain a com- 
plete understanding of the authors’ ideas 

LeRoy D. Long 


Modern Trends in the Treatment of Cancer of the 
Rectum and Rectosigmoid; Fred W. Rankin: 
Journal of the American Medical Association; 
November 20, 1937. 


The author has operated on 578 patients for can- 
cer of the rectum and rectosigmoid since 1927. This 
group on whom many different types of operation 
have been done (radical, exploratory and pallia- 
tive) serves as a background for the following con- 
clusions he has made as to the merits of different 
surgical procedures and their accompanying mor- 
tality, morbidity and applicability. As he points 
out experience shows that many methods are use- 
less, many useful and a few essential. Radiation 
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and surgical diathermy are discussed as palliative, 
not curative methods. 

His conclusions which are of extreme interest and 
of great value to anyone interested in the handling 
of these serious cases are as follows: 


“1. Acceptance of the principle that the most 
radical type of operation should be applied in all 
cases in which judgment indicates that such a pro- 
cedure may be done with a reasonable hospital 
death list. 

“2. The exertion of every e.ort to increase the 
scope of operability to the point of taking in all 
borderline cases. Other things being equal, I 
think that only hepatic metastasis and immovable 
fixation to the parietes or adjacent viscera should 
eliminate attempts at extirpation. This rule should 
be modified further in a certain percentage of 
cases by acceptance for palliative resection of a 
small group of movable tumors which have already 
metastasized to the liver. 

“3. Abandonment of spinal anesthesia. 


“4. Employment as a routine of postoperative 
transfusions and, in cases in which anemia and 
great dibility exist, preoperative transfusions as 
well. 

“5. Extension of the preliminary preparatory 
period to at least seven days and insistence that 
decompression be complete whether it is accom- 
plished by medical measures or by surgical pro- 
cedure. If on exploration the preliminary measures 
are found not to have been successful in reducing 
the obstruction and eliminating a great deal of 
local infection, it is desirable to do immediately a 
graded operation, the first step of which usually 
is a cecostomy. 

“6. The abandonment of the preoperative intra- 
peritoneal vaccination. I do this regretfully, but 
a study of my private cases the last five years, 
in which vaccination was not done, in comparison 
with those which I reported for a previous six-year 
period, makes it impossible for me to escape the 
conclusion that vaccination is not the large factor 
in reducing mortality that I thought it to be. 


“7. The employment of presacral neurectomy as 
a routine in the hope of lessening complications in 
the bladder. However, it must be admitted that 
this procedure has failed to achieve as brilliant 
results as were hoped for. 


“A statistical study of end results, particularly of 
the more radical procedures, warrants the assertion 
that according to the present state of knowledge 
the choice of treatment for rectal cancer is oper- 
ation. With an increasing operability curve and 
a lower mortality rate, this treatment of rectal and 
rectosigmoid cancer is rewarded by as favorable a 
prognosis as that for cancer of the same intensity 
elsewhere in the body.” 

LeRoy D. Long. 


Common Duct Obstruction; Willard S. Sargent; 
American Journal of Surgery; May, 1938, page 396. 


This is an excellent article which covers most 
of the phases of this important surgical condition. 
I personally do not use spinal anesthesia because I 
believe it carries an additional risk for these upper 
abdominal patients who are already seriously ill. I 
have, I admit, abandoned its use with considerable 
regret because the complete relaxation obtained cer- 
tainly aids the surgeon. 

The author apparently is also in favor of the use 
of prostigmin for the care of postoperative dis- 
tention. I am convinced that the routine use of 
this drug may be frequently harmful. 


A summary of the article follows: 
“1. No one symptom of obstruction is diagnostic. 


Since two conditions may be present, local pathol- 
ogy may show and general affections may be missed. 


“2. A marked jaundice with clay-colored stools 
is usually significant of common duct obstruction, 
most likely due to cancer of the pancreas or bile 
ducts, chronic pancreatitis, gallstones or catarrhal 
jaundice. Transient jaundice, in the young, is 
usually catarrhal. 

“3. A large liver, with jaundice, most often 
shows common duct obstruction, lues, cancer, 
abscess, cirrhosis or poisoning. 

“4. Any jaundice should be relieved by palliative 
means as much as possible before surgery is done, 
inasmuch as the more nearly complete the obstruc- 
tion is, the more the danger of cholemia. Early 
thorough treatment spares the liver, pancreas and 
kidneys. A slow pulse, in jaundice, is usually not 
present unless chronic pancreatitis occurs. If, 
with the jaundice, findings point to an essentially 
complete obstruction, the like:y causes are tumors 
of the ducts or pancreas, stricture, or an acci- 
dentally ligated duct. 

“5. Fever may be present with the attacks due 
to an infected gall-bladder, but when the hepatic 
ducts are infected, a continuous fever may result. 
Charcot’s fever means cholangitis as a rule, al- 
though jaundice, fever and rigors can follow pyle- 
phlebitis and hepatic abscess; malaria and sepsis 
might give a similar picture. 

“6. Biliary stones are often found post mortem. 
Icterus neonatorum has been caused by stones. 
Females who have been pregnant or had typhoid 
often have stones form in the gall-bladder and 20 
per cent of them have common duct stone also, 
which usually gives a small gall-bladder with colic 
and jaundice. There may be no pain or jaundice, 
however, and the gall-bladder may be enlarged, 
especially if the cystic duct is blocked. 


“Stones may accompany tumor or stricture. If 
jaundice follows right upper quadrant pain, it most 
likely is due to common duct stone. Recurring 
jaundice in a middle-aged woman, with or without 
colic, is almost pathognomonic of the same; chronic 
pancreatitis alone may contuse. Should pain occur 
without jaundice after cholecystectomy, it calls for 
duodenal drainage and examination of the bile for 
crystals of cholesterol and calcium bilirubinate. 

“7. Tumors of the pancreas and biliary ducts 
usually give a painless jaundice with an enlarged 
gall-bladder, although pain, Charcot’s fever, or a 
small gall-bladder may be present. Early diag- 
nosis and treatment are imperative, because be- 
nign lesions may become malignant, and all ma- 
lignant growths of the duct metastasize slowly. 
Carcinoma is more frequent in males, while stones 
form more frequently in females. Recurrences ol 
jaundice for years is against malignancy, but on 
the other hand, a middle-aged person with loss of 
weight, having a history of short duration, to- 
gether with a deep persistent jaundice without 
colic, and an enlarged gall-bladder, is almost surely 
suffering from carcinoma of the pancreas or the 
bile ducts. 

“8. Pylephlebitis and cholangitic abscesses cause 
death, and diabetes is a very serious complication. 
Vocal cord paralysis may be dependent upon 
Ewald’s node which might be the first sign of 
abdominal malignancy. 

“9. Spinal anesthesia spares the liver, while 
ether, chloroform and avertin may further injure 
it. A fall in blood pressure is met by the Tredelen- 
burg position combined, if necessary, with adrena- 
lin or ephedrine by hypodermic, 50 c.c. of 50 per 
cent glucose by vein, a few whiffs of ether com- 
bined with artificial respiration, and even massage 
of the heart and adrenals through the abdominal 
wound. 
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“10. In the operative work the gallbladder should 
always be left in until it is made sure that the duct 
is all right. The duct should be explored in all 
suspicious cases, after needling it to be sure the 
portal vein is not entered; a stone may not be 
palpable if the duct is thick. It should be opened 
if there is or has been jaundice, and probed with 
a uterine sound. Suction should be used if neces- 
sary. Then the duct should be wiped out with 
gauze, and drainage inserted. 


“Fistula of the duct into the gut calls for opera- 
tion in most cases. 

“The duodenum should be opened, if necessary, 
and if a condition is found which prohibits further 
surgery, the gall-bladder can be anastamosed to 
the duodenal wound. A stone in the ampulla may 
require transduodenal removal, if it cannot be re- 
moved through the duct above the duodenum. 
Tumors of the ampulla may be removed trans- 
duodenally and the duct reimplanted into the 
duodenum. 

“11. Postoperative hemorrhage may be lessened 
by the use of blood transfusions before operation in 
conjunction with parathormone hypodermically, 
calcium chloride by vein, and duodenal drainage. 
Bile pigment is said to fix the calcium of the blood. 
Purpuric spots and increased sedimentation rates 
are indications for blood transfusions before opera- 
tion. 

“Prostigmin has recently been added to the 
armamentarium for the care of postoperative dis- 
tention. 

“Atelectasis after operation is more frequent fol- 
lowing biliary surgery than any other type except 
gastric, and its incidence can be reduced by re- 
breathing of carbon dioxide and oxygen, deep 
breathing exercises, and frequent changing of po- 
sition. Slapping the back sharply will often help 
loosen a plug of mucus from the bronchus. 


“After release of obstruction, the bile for a few 
days shows absence of bile salts, increased calcium, 
and decreased sodium chloride content. If de- 
hydration and loss of weight occur from loss of bile, 
the latter can be re-fed to the patient in grape- 
juice or given by rectum. 

“Lipiodal through the drainage tube may be used 
to reveal the state of patency of the ducts, in cases 
not progressing normally.” 

LeRoy D. Long. 





-O- 





EYE, EAR, NOSE AND THROAT 
Edited by Marvin D. Henley, M.D. 
911 Medical Arts Building, Tulsa 





Induced Hyperexia in Ophthalmology. Webb W. 
Weeks, M.D., New York, and Samuel A. Morris, 
M.D., Marysville, California. American Journal 
of Ophthalmology, June, 1938. 


A series of 16 cases are reported that have the 
usual local therapeutic measures but in addition 
are treated by general hyperpyrexia. 


Preparation includes complete physical examina- 
tion, urinalysis, blood count, hemoglobin, Wasser- 
man, blood nonprotein nitrogen, sugar, chlorides, 
X-ray study of chest, high caloric diet, 4,000 c.c. 
of six per cent saline by mouth the day before, 
exclusion of breakfast the day of, soap suds enema, 
sedative and explanation of the procedure to the 
patient. 

Pulse, respirations and rectal temperature is 
taken every five minutes during the treatment. I 
the temperature fluctuates irregularly or pulse goes 
over 160, or if respirations go over 45 per minute, 


treatment is discontinued. Treatment is given in 
an ordinary hospital bed. 

Contraindications: old age, organic lesions of 
heart or kidney, thyrotoxicosis, anemia and mark- 
ed emotional and nervous instability. 

The 16 cases included: three cases of gonorrheal 
ophthalmia; four cases of iritis of probable gon- 
ococcal origin; three cases of iritis of unknown 
etiology; one case of superficial punctate keratitis; 
one case of scleritis and iritis; one case of uveitis; 
one case of trachoma with a secondary purulent 
staphylococcus conjunctivitis; and two cases of 
interstitial keratitis. 

The results seemed to show that this treatment 
was of little value in cases of trachoma, luetic 
uveitis, and interstitial keratitis. In the other 
cases it seemed to be a valuable aid and the best 
results were obtained in the cases of iritis. It 
appeared to help greatly in quickly eliminating 
the gross exudate. 


Meningitis of Otitic Origin. Oram R. Cline, M.D., 
Camden, N. J. Archives of Otolaryngology, June, 
1938. 

Meningitis is a dreaded complication of temporal 
bone suppuration, with a high mortality in the past 
The author reports two cases of otitic meningitis 
with recovery. The article is short, interesting and 
to the point; his conclusions are: 

“The recovery of more than 100 patients with 
hemolytic streptococcic meningitis following the 
use of sulfanilamide and its derivatives known as 
prontosil has been reported during the past year, 
whereas the mortality of patients with this disease 
was probably more than 95 per cent before these 
drugs were available. 

Early symptoms of meningeal irritation demand 
an immediate mastoidectomy, with exposure of the 
dura. 

In the presence of meningitis, after the focus of 
infection has been eradicated, a supportive and 
conservative method of treatment is followed. 

Two cases of meningitis occurring as a compli- 
cation of mastoiditis are reported. In each case 
the spinal fluid yielded a pure culture of Str. 
haemolyticus. 

In the first case meningitis developed nine days 
after mastoidectomy. The infection was compara- 
tively mild, as there was prompt improvement after 
one transfusion of convalescent blood. 

In the second case meningeal symptoms were 
present from the onset of earache, the infection 
probably following the line of a former fracture. 
Bacteria in the spinal fluid were so numerous at 
the time of operation that the prognosis was con- 
sidered hopeless; however, complete recovery oc- 
curred after the use of sulfanilamide and prontosil 
(the disodium salt of 4-sulfamidopheny]-2’-azo-7’- 
acetylamino-1'-hydroxynaphthalene-3’ ,6'-disulfonic 
acid).” 

Problems in Diagnosis and Treatment of Hyper- 
plastic Sinusitis and Allergy. E. Ross Faulkner, 
M.D., New York. Annals of Otology, Rhinology 
and Laryngology, March, 1938. 


The article opens with a general discussion of 
specialities and their interlocking interests with 
special reference to allergy. 

Seasonal hay fever and an engrafted sinus in- 
fection present a picture in which the allergist and 
the rhinologist must cooperate, both in diagnosis 
and treatment. 

Cases simulating acute nasal allergy that occur 
at any season of the year sometimes are quite diffi- 
cult to differentiate. If symptoms occur following 
a coryza, there may be retention of pus in the 
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ethmoid cells, which shrinkage and suction irriga- 
tion will correct. A careful nasal examination 
should be made. 

A tickling sensation in the nose may be caused 
by contact between the middle turbinate and spurs 
or a deviated septum. Sudden change of temper- 
ature, an overloaded intestine, alcohol and other 
factors may cause swelling enough of the turbinate 
to touch some abnormally placed structure and so 
precipitate an attack. Removal of a part of the 
middle turbinate or a submucous resection or both, 
many times gives relief. 

The most common causes of true allergic coryza 
are foods and drugs and inhalants such as house 
or occupational dusts, orris root, animal amanations 
and feathers. History and skin or mucous mem- 
brane tests help to discover the offender. Normal 
(apparently) persons may give positive reactions 
and some allergic cases do not show positive so 
they cannot always be depended upon. 


The hereditary factor is most important. Family 
groups show 25 to 30 per cent manifestations of 
allergy in some form. History should include inci- 
dence of asthma, hives, eczema, hay fever, angio- 
neurotic edema, migraine, gastro-intestinal dis- 
turbances and allergic rhinitis, nasal smears should 
be taken. “Kahn and Stout consider that a nasal 
smear with 10 to 90 per cent eosinophils is positively 
diagnostic of nasal allergy.” If the process is in- 
fectious there is an abundance of morphonuclear 
leucocytes. 

In a patient subject to frequent coryza attacks, 
with sneezing and a free watery discharge, the 
author advises only palliative measures until the 
nature of the allergy is determined, which will 
guide the treatment. 

The case that is more chronic in nature with 
enlarged turbinates and very little discharge, many 
times gives such a satisfactory result from a sub- 
mucous and cauterization or scarification that one 
may well doubt if they were ever allergic. 


Next there is a condition where there are no 
active manifestations of allergic phenomena but 
there is a positive history as well as positive skin 
tests, a hyperplastic type with polyp formation. 
The allergic factor must be treated as well as 
the polyps removed. After care is essential to take 
care of recurring polyps. The association of polyps 
with an allergic condition is a much discussed 
question. Cooke thinks hyperplastic conditions with 
or without polyp formation is due to an infection 
and that the allergy is a sensitization to the in- 
fection. These cases give usually a history of an 
acute infection at the beginning of their trouble, 
many times occurring only on one side. The nasal 
smear shows an abundance of polymorphonuclear 
cells. The author recalls cases where there has 
been no recurrence in 10 to 15 years following 
surgery on the polypoid type of case. 

If the infection and the allergic condition are 
both present, before any surgery is attempted, it is 
best that the allergist do what he can. In bacterial 
aliergy, vaccines have been found to be of ques- 
tionable benefit. 

The association of asthma with any of the dis- 
cussed types is next reviewed. The average al- 
lergist holds to the opinion that intranasal polyp 
formation is an association that may occur with 
asthma rather than it being a condition that may 
have to do with cause and effect. Consequently 
they condemn attempts to cure asthma by intra- 
nasal surgery. Rhinologists themselves do not 
agree as to results obtained. This may be due in 
part to the variance in the skill of the operator. 
The author’s experience shows always improve- 
ment and occasional cures of asthma following 
radical surgery in a nose with polypoid degenera- 
tion. 

Ionization is next discussed. Alden and Tobey 


have reported favorable results from their first 
cases. McMahon has shown it to be a destructive 
process. Dean's conclusion is “that it produces 
such deleterious results on the mucous membrane 
that the ill effect outweighs the good.” Five to ten 
per cent silver nitrate applied often gives satis- 
factory results. Diathermy is not recommended. 


Headaches may also be caused from migraine, 
local swellings or cerebral edema. Polypi within 
the cells of the ethmoids and sphenoids can exer- 
cise enough pressure to cause pain, while the nasal 
cavity may be filled with polyps without pain. 
X-ray before any intranasal medication helps in 
the diagnosis. Thorough exeneration of the eth- 
moids and making large openings into the sphen- 
oids may be necessary.” Incomplete operations 
may do more harm than good and merely stir up 
an infectious process without removing it. 


Motor Disorders of the Central Nervous System 
and Their Significance for Speech. Part IH. 
Clinical Forms of Motor Defects (The “Spastic 
Child”). Dr. Paul J. Zentay, St. Louis. The 
Laryngoscope, June, 1937. 


“Spastic child” is a term generally applied to a 
number of conditions, such as athetosis, cerebellar 
lesions and even mental defects and all forms of 
motor disorders. The author suggests that to clear 
the present existing confusion, that the term 
“spastic child” be eliminated entirely and that in 
its place we have the term “motor defective child” 
or “motor deficiency.” The classification would 
then be more clear and convenient. 


This paper is limited to “motor defects that are 
due to antenatal or natal factors and consequently 
are present at the time of birth.” These have to 
do with the acquisition of motor functicns and the 
development of speech. 

Central nervous system development may be 
impaired by: 1. Some fault in the anlage or due 
to some mechanical cause. 2. Intrauterine infec- 
tion (causing fetal encephalitis). The author says: 
“Antenatal factors, as a rule, will lead to more de- 
cisive defects the earlier in fetal development they 
become operative.” 

The most important iu'al factor is accident at 
time of birth. During the molding of the head 
at the time of birth, there may occur an intra- 
cranial hemorrhage with subsequent destruction 
of tissue. The site and the extent of the lesion in- 
dicate the disability to be expected. Of paramount 
importance is whether or not the general intelli- 
gence of the individual has been damaged. 


The pyramidal lesions include those known as 
birth palsy, Little’s disease, etc. It is in this con- 
dition that there is a delay in the development of 
the motor functions. Spasticity may or may not be 
present. If absent, instead of the “scissors gait” 
and walking on tip toes, you then have circumduc- 
tion of the leg and dragging of the foot when walk- 
ing. Paraplegia will be accompanied by speech in- 
volvement less frequently than monoplegias of the 
dominant upper extremity or hemiplegias of the 
dominant side. 

Motor and speech development result from the 
growth and development of the C. N. S. If the 
ganglion cells are destroyed, these do not regen- 
erate. This lost function of the pyramidal ganglia 
cannot be taken over by other parts of the hemis- 
phere. In this type patient the best that can be 
done is to bring the residues to their highest po- 
tential development. 

Extrapyramidal and cerebellar lesions are dis- 
cussed. The author’s conclusions are: 


Any motor defect must ve looked upon as the 
problem of the whole person. 


Motor defect in any one of the three central 
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motor systems disturbs tonus and balance also of 
the other two systems. 

Any motor defect interferes with the total 
function of the central nervous system. 

Any defect is irreparable and compensation for 
it depends on residual functions. 

Improvement of functions largely depends on 
maturation. 

Any form of training must have its limitations 
in the potentialities of the residues. 

The teacher of speech must thinx realistically 
on this problem and avoid false hopes and un- 
founded optimism. 

Cooperation with the neurologist, physiotherapist, 
psychologist is essential for best results. 

The total personality of the child must be eval- 
uated. 

Methods of teaching and training have to be 
adapted not only to the nature of the motor defect, 
but also to the individual needs of the child. 


4) 
—— 








PLASTIC SURGERY 
Edited by 
GEO. H. KIMBALL, M.D., F.A.C.S. 
404 Medical Arts Building, Oklahoma City 











Skin Graft for the Ambulatory Patient. Frederick 
L. Smith, M.D., Rochester, Minn. American 
Journal of Surgery, July, 1938. 


The author points out that ulcers of the lower 
extremities present an economic problem, for the 
majority of the afflicted are laborers or indigent 
persons. He lists the causes of ulcers as follows: 


1. Varicosities of the superficial venous system. 
Heredity. 

. Thrombophlebitis. 

Injury. 

Intra-abdominal obstruction. 

Cellulitis. 

. Over weight. 


Technique: To begin with the patient is put to 
bed until the ulcer is clean or until the edema has 
subsided. The next step consists of applying small 
grafts under local anesthesia. 

The dressing consists of silkloid sheet, double 
layer of sterile gauze, roller bandage, and finally 
the entire leg is encased in an elastoplast bandage. 

After the operation the patient is allowed to be 
up and about. First dressing is done in ten days. 


Comment: The author describes in detail a 
method for grafting ulcers of the lower extremities 
which allows the patient to be ambulatory after 
the operation. The technique is similar to that 
employed by most surgeons in such cases. I have 
not personally allowed patients to walk about 
after skin grafts on the leg. I recall one case that 
developed cellulitis and lost about one-third of the 
skin of the entire leg following application of an 
elastoplast bandage for an ulcer. I believe that 
the author’s method is in general a good one. It 
certainly is inexpensive. 


SB OOD > 


The Use of Fascia and Ribbon Catgut in the Repair 
ef Cleft Palate and Hairliv. Addison G. Brenizer, 
M.D., Charlotte, N. C. Annals of Surgery, May, 
1938. 


The author points out that most cases of clefts 
in lips, palates, and alveolar processes are deficient 
only in hard palate and not in bony, muscular, 
and fibrous tissue, which can be used to close 
them. He states that most cases can be success- 


fully repaired by the use of the so-called Langen- 
beck operation and its modifications, particularly 
those of Veau and Dorrance. 

Certain cases, however, are extremely difficult 
to repair surgically: 

1. Narrow flaps, not yielding. 

2. Previously operated unsuccessfully. 

3. Narrow flaps or double clefts where the model 

of the operation must be altered. 

4. Simple cases showing failure, with scar thick- 

ened and unyielding flaps. 

In such cases the author has for over 20 years 
used a rectangular strip of fascia as a means of 
support to the flaps, and relieved the tension in 
the stitch line from the hard palate, accompanied 
by a fascial tie at the musculature of the velum 


The author found that fascia so introduced ap- 
parently lived and bone cells grew across the 
defect. 

Lately the author has employed ribbon catgut, 
instead of fascia. It is, of course, easier to obtain 
and seems to do as well. 

The author points out that preliminary closure 
of the lip accomplishes much in bringing the cleft 
of the alveolus together. 

There are a few cases of double harelip with 
projecting premaxilla in which the author employs 
ribbon catgut embedded between the mucosa and 
muscularis. 

The article is accompanied by clear cut diagrams 
and illustrations explaining the technique used 


The article is discussed by very able physicians, 
who seem to understand considerable about this 
type of surgery. 


Comment: The author has successfully used fas- 
cia in certain cases of cleft lip and cleft palate. | 
believe it would be very difficult for some men to 
use this technique. Personally, I have never used 
fascia in this type of surgery. So far, the sutures 
employed by myself are chromic catgut, horse hair 
with an occasional! silk worm gut, in older children 
especially. I, personally, do not feel the need of 
fascia in repair of the lip. It seems to me that one 
of the principle means of bringing about closure of 
a palate is to first close the nasal mucosa, then as 
the flaps of the aponeurosis are completely lib- 
erated from bony attachments, union will occur in 
most cases. 

Oo— —— 





ORTHOPAEDIC SURGERY 
Edited by Earl D. McBride, M.D., F.A.C.S 
717 North Robinson Street, Oklahoma City 








A Comparative Study of the Treatment of Oblique 
Fractures of the Shaft of the Tibia by Osteo- 
synethesis, Osteotraction or only Reduction and 
Plaster. Oskar Liden. Acta Chirurgica Scan- 
dinavica, LX XX, 365, 1938. 


Follow-up examinations of some 250 cases of 
fracture of the shaft of the tibia furnish the ma- 
terial for 151 case summaries and the detailed tabu- 
lation of etiological data and end results. Errors 
from economic differences were minimal because 
all patients were from the same hospital and each 
method of treatment was used without selection of 
cases for a well defined period of time (1908 to 
1932). Internal fixation was by means of a screw 
in all but one case. Skeletal traction was used for 
from three to six weeks and then removed for the 
application of plaster in all but two cases in which 
the cast was applied immediately. Throughout the 
period simple immobilization in plaster with or 
without reduction was employed whenever possible, 
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but only the cases since 1919 are included in this 
report. 

The writer found that skeletal traction frequently 
allowed shortening and angulation. He charac- 
terized this form of treatment as troublesome and 
uncomfortable. Open reduction and fixation with 
a screw gave better end results and shorter healing 
periods. When done immediately, open reduction 
and internal fixation showed better results in 
oblique fractures than did closed reduction and 
the application of a cast, in spite of the fact that 
the latter form of treatment was used chiefly in 
the simpler cases. Among the cases operated upon, 
however, there was one case of tetanus, and one 
thigh amputation was necessary because of infec- 
tion. It is stipulated that open reductions should 
be done only by experienced surgeons and under 
reliable aseptic conditions. 


Some Theoretical Considerations in the Construc- 
tion of Active Scoliosis Braces. Josef Wolf. 
Amer. Jr. of Surg., XX XIX, 557, March, 1938. 


The author reviews the literature in regard to 
the types of so-called active scoliosis braces, re- 
ferring especially to apparatus worn during the 
day, with attempt to correct the deformity by me- 
chanical means. He divides the components of 
the curve into: (1) curvature of the spine itself; 
(2) overhang on one side of the pelvis; (3) torsion 
and hump formation; (4) diminution of the height 
of the body. 

The difficulty of bringing mechanical forces to 
play upon the spine itself is reviewed. This can 
only be done effectively through the ribs, with the 
correcting force applied below the apex of the 
curve and the line of pressure being directed 
obliquely in conformity with the position of the 
rib. 


A design is suggested for the axillary crutch 
which would avoid undue pressure upon the an- 
terior and posterior muscles of the chest. The 
author stresses the importance of a _ well-fitting 
rigid pelvic support, upon which the levering 
mechanism is dependent in the correction of the 
elements of the curve. He also emphasizes the 
futility of lifting the shoulder girdle in attempting 
to correct the thoracic deformity. 


{) —— 
> 








UROLOGY 
Edited by D. W. Branham, M.D. 
514 Medical Arts Building, Oklahoma City 








Management of Pyelitis of Pregnancy, by H. K. 
Turley, M.D., Memphis, Tennessee; Journal of 
the Southern Medical Association; July, 1938, 
Page 729. 


The author discusses the mechanism and etiol- 
ogy of pyelitis of pregnancy. He is of the im- 
pression that a combination of circumstances pre- 
dispose to the production of this condition. The 
atony effect of an hormone in conjunction with 
the pressure effect of the enlarging uterus pro- 
ducing stasis, all of which favor the infection of the 
tract by organisms. 

As far as treatment is concerned he is prone to 
be conservative in his therapy when the patient 
is in the first trimester. In this period he forces 
fluids and produces alkalinization of the urine. 
If no relief is obtained within 24 to 36 hours 
ureteral catheterization is performed leaving the 
catheters in for several days. Following this the 
patient is placed on urinary antisepsis using man- 
delic acid, urotropin, etc. Pelvic lavage is then 
carried out if necessary if the pyuria fails to re- 
spond to such antisepsis. 


Patients with pyelitis after the fifth month are 
treated similar with ureteral catheterization but 
no intensive effort is made with antisepsis to 
eradicate the infection. As he states, treatment 
is not aimed at cure but to control the infection. 
As an adjunct to treatment posture often is a 
successful measure in favoring drainage of the 
kidney. He instructs the patient to sleep on a 
firm mattress with the foot of the bed elevated 12 
to 14 inches. This position tends to stretch out 
the tortuous ureter and help drainage. 


In cases that do not respond to treatment and 
especially if sepsis continues he is not against 
terminating the pregnancy. He suggests urologic 
examination of the patient three months after 
pregnancy to determine whether the urinary tract 
has returned to normal. 


Comment: A practical article that details ad- 
mirably the present day management of pyelitis of 
pregnancy. I feel that it should be stressed among 
obstetricians the importance of urological consulta- 
tion in this rather common complication of preg- 
nancy. This disease is basically an obstructive con- 
dition and one should have no more hesitancy in 
drainage of the pelvis by catheter than he should 
passing a catheter for acute retention of the blad- 
der. In most of the cases the relief obtained is im- 
mediate and spectacular. A fear is wide spread 
that ureteral catheterization is conducive to abor- 
tion. This is certainly false and I personally feel 
the risk of abortion because of the continued sepsis 
far outweighs the trivial stimulus to the ureter that 
accompanies the passage of a small catheter. 


The Lateral Pyelogram as a Diagnostic Aid in 
Perinephric Abscess; By John G. Menville, M.D., 
New Orleans; Journal of the American Medical 
Association; Page 231; July 16, 1938. 


Perinephric abscess is an age old condition recog- 
nized as a clinical entity for many years but it 
remains undiagnosed in a large percentage of 
cases. 

As an adjunct to accurate diagnosis lateral 
pyelography is performed in suspected instances. 
The procedure is simple in that the patient lies on 
the affected side perpendicular to the film. The 
developed plates show in instances where fluid has 
accumulated the kidney and ureter displaced an- 
teriorly in an arc-like manner. The larger the 
quantity of material is present the more this dis- 
placement is accentuated. 

Three cases with illustrations are presented to 
show this diagnostic sign. 

Comment: Perinephric abscess is a condition 
that usually responds to treatment when surgery 
is instituted relatively early. The only mortality 
encountered is in those cases where rupture of 
the abscess has occurred into the peritoneal cavity, 
pleural cavity or a viscus, in which event is favored 
by neglect to recognize the condition for a length 
of time. Occasionally instances of suspected ab- 
scess do not show the typical spinal curvature 
with psoas obliteration on the X-ray; neither does 
aspiration reveal anything. I feel that the use of 
the lateral pyelogram will be of great diagnostic 
importance in such cases. Such a procedure should 
also be useful in the diagnosis of extra renal retro- 
peritineal tumors. 


Similarity of Interstitial Cystitis (Hunner Ulcer) 
to Lupus Erythematosus; By George M. Fisher; 
Journal of Urology, July, 1938; page 37. 


The author points out the similarity of the two 
diseases by a study of the symptomatology, etiology 
and histopathology. He is somewhat convinced 
that the two disorders are possibly two phases of 
the same disease, one occurring in the bladder wall 
and the other in the skin. 
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A case report of a female patient with interstitial 
cystitis, who showed marked improvement with the 
administration of gold sodium thiosulfate, is pre- 
sented. They feel that treatment of the disease 
with gold or bismuth salts is justified in view of 
the favorable experience with such treatment in 
lupus erythematosus. 


Comment: I found great interest in reading this 
article as it presented a new approach to the prob- 
lem of this most distressful and rebellious disease. 
I have tried a number of therapeutic procedures 
with only passable results as to the permanent cure. 
Undoubtedly fulgeration of the lesion is the best 
method of palliation with an occasional permanent 
cure achieved. The administration of bismuth to 
such cases offers an adjunct that may be of some 
therapeutic benefit. 
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The Care and Treatment of Verebral Palsies 





Winthrop Morgan Phelps, Baltimore (Journal 
A.M.A., July 2, 1938), states that the care of cere- 
bral spastic paralysis is a general problem in which 
the orthopedic aspect is the biggest single factor, 
but orthopedic measures alone will not in many 
instances accomplish the desired results. The 
problem deals with a deviation from the normal 
which has existed since birth in most instances. 
The general care of the spastic and of the atnetoid 
patient and of the patient with any other type of 
cerebral palsy is complicated. There must be a 
program correlated by the orthopedist, tue pedia- 
trician, the neurologist, the physical therapist and 
the speech expert for the motor side and by teach- 
ers acustomed to handling the problems of the 
handicapped on the educational side, and psycho- 
logic aid is necessary in adjusting these children 
and their behavior to the world at large. Physical 
therapy in the primary stages of the condition 
should be followed by occupational therapy when 
the primary motions can be performed and grouped. 
This should give way to vocational training when 
the patient is old enough to determine the line in 
which he is to be trained. The program consti- 
tutes an effort to parallel the mental education of 
the normal child with a program tor physical re- 
education which for the normal child is to a great 
extent automatic. 
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Typhoid In The Large Cities of The United States 
In 1937: Twenty-Sixth Annual Report 





As in the preceding annual reviews, data for the 
twenty-sixth annual report on typhoid (Journal 
A. M. A., July 30, 1938), have been obtained from 
the same 93 cities for which the annual statistical 
tabulations have been made. A communication 
addressed to the health officer of each city re- 
quested not only the total number of deaths from 
typhoid during the year 1937 but also a statement 
as to how many of these were among nonresidents. 
Furthermore, a comment was invited on any special 
outbreak of typhoid or any unusual protective 
measures taken to guard against this disease. The 
14 New England cities as a whole (population 2,- 
640,933) again report the lowest rate for any group. 
Their rate of 0.45 is not quite as low as that of 1936 
(0.42). There were recorded 12 deaths in 1937 (but 
11 deaths in 1936). The Middle Atlantic states (18) 
have a group rate which is but slightly less than 
for the preceding two years (0.51 in 1937, 0.56 in 
1936). The record for the nine South Atlantic 
cities is not as good as for 1936 but continues to 
show a marked improvement over the rate for 
1935 (1.96 in 1937, 1.55 in 1936, 2.58 in 1935). The 18 
cities in the East North Central states continue to 
remain in third place, first place being maintained 
by the New England group and second place by 


the Middle Atlantic. The six cities in the East 
South Central group show a marked lowering in 
the death rate (3.35 in 1936, 2.1 in 1937). The West 
North Central group (nine cities) again report sub- 
Stantially the same number of deaths as have oc- 
curred during the past two years (21 in 1937, 22 in 
1936, 23 in 1935). The eight cities in tne West South 
Central group show a marked improvement over 
the rates for preceding years (2.34 in 1937, 3.99 in 
1936, 3.82 in 1935). The 11 cities in the Mountain 
and Pacific states show a continued reduction in 
the rate (0.68 in 1937, 0.8 in 1936). The number of 
cities with no death from typhoid has increased vo 
27. In 1936 there were but 18 such cities. For the 
78 cities for which complete data are available since 
1910 there occurred 280 deaths from typhoid in 
1937, which is the lowest record (336 in 1936) 
- -- oO 
Industrial Medicine of Tomorrow: 
Chairman's Address 


Robert T. Legge, Berkeley, Calif. (Journal A. M 
A., July 23, 1938), points out that the old-time 
factory doctor treated many symptoms, such as 
dyspnea, numbness, nausea or headache, as condi- 
tions arising from some functional or bacterial 
origin, while the modern well trained industrial 
physician recognizes that these are trequently the 
prodromal signs of a toxic element due to environ- 
mental labor conditions in which a special chem- 
ical is used. These call for preventive measures, 
the substitution of nontoxic agents, removal ol 
workers from the atmosphere, introduction of forced 
ventilation, and so on. Industrial physicians recog- 
nized these early and late occupational diseases at 
their respective industries, and with the cooperation 
of chemists, engineers and the industrialists them- 
selves, occupational diseases are being studied and 
controlled, while absenteeism and compensations 
are being minimized. The American Medical Asso- 
ciation took a rather conservative or possibly badly 
advised attitude toward early recognition of the 
importance of industrial medicine. The Associa- 
tion, through its new Council of Industrial Health, 
now has its greatest opportunity to be a benefactor 
to American industrial medicine; to promote by 
research and uplift by education and mutual co- 
operation the humanizing of industry by preventive 
medicine. Its aim should be not only a whole 
hearted program in the study and prevention olf 
occupational diseases but also to strengthen a loyal 
cooperative spirit to support medical practitioners 
who are so engaged. It must stimulate the con- 
sciousness of all industrialists to the need for the 
application of modern industrial medicine entailing 
the service of competent pnysicians and the devei- 
opment of standardized health services in which 
preventive medicine and surgery will be scientifical- 
ly practiced. The new Council on Health must not 
fail in the new order of medicine. It has the op- 
portunity to forestall a political form of medicine 
which the organized profession is not in sympathy 
with. It can, besides educating employers to the 
necessity of medical supervision of their plants, 
promote a standardized system of industrial med- 
icine suitable for both small and great plants, stress 
ideal plants, and certificate such plants as con- 
form to the requirements. It can do much to popu- 
larize the idea of how profitable to both employer 
and employee is the maintenance of an efficient 
health service in their plants in promoting effi- 
ciency and the reduction of absenteeism due to 
illness and accidents, and in the establishment ol 
periodic physical examinations with scientific first 
aid medicine and surgery. Industry and organized 
labor have pointed the way and will look to the 
American Medical Association to cooperate in ad- 
vancing industrial medicine 








The Menopausal Syndrome: One Thousand Con- 
secutive Patients Treated With Estrogen 


L. F. Hawkinson, Brainerd, Minn. (Journal A. M. 
A., July 30, 1938), points out that owing to the ad- 
vances made in endocrine therapy, the physician's 
point of view regarding the treatment of the meno- 
pausal syndrome is changing. Tne tradition that 
they must be borne is unsound, for the administra- 
tion of estrogenic preparations is rational and re- 
lieves the symptoms in a great majority of cases. 
Involutional melancholia, pruritus vulvae, senile 
vaginitis and menopausal hypertension are also 
frequently relieved by estrogens. The age limits 
for the syndrome are wide. The symptoms may 
begin months or years previous to the cessation of 
menstruation and often persist for years. Treat- 
ment should be instituted as soon as symptoms ap- 
pear. Dosage must be adequate and treatment 
should be continued until the patient remains free 
from symptoms without therapy. Higher doses are 
usually required in patients with artificial meno- 
pause. Failure to obtain relief from the majority 
of the subjective symptoms in uncomplicated meno- 
pause is usually due to inadequate dosage. The 
results of the author’s series of 1,000 consecutive 
patients presenting menopausal symptoms treated 
with estrogenic substances show that 691 were re- 
lieved of the majority of all symptoms, 149 were 
improved, 109 were doubtful and 51 obtained no re- 
lief. Results were evaluated by the disappearance 
of symptoms and by changes in the vaginal smears. 
The relief of symptoms is usually gradual. Flushes 
and chills, excitability, irritability, depression and 
crying, palpitation and insomnia usually disap- 
peared after the seventh or eighth injection of 
10,000 international units of estrogen in oil or after 
from two to three weeks of adequate oral treatment. 
Sweating, fatigue, lassitude and headaches respond- 
ed after further administration of estrogenic prepa- 
rations. Occipitocervical aching, a symptom com- 
plained of by 403 patients, proved very amenable 
to therapy. Migraine is often completely relieved 
by adequate estrogenic therapy. The administra- 
tion of estrogen had little effect on the obesity that 
Was present in some patients. Co-called meno- 
pausal arthritis seldom responds to estrogenic prep- 
arations. It is doubtful whether it should be in- 
cluded in a menopausal condition. If treatment is 
withdrawn after initial relief, symptoms are almost 
certain to recur within two to six weeks. This 
stresses the importance of continuous oral therapy 
with a gradual reduction of dosage until the pa- 
tient is able to discontinue therapy and remain 
symptom free. Menopausal symptoms are often 
persistently troublesome and the average patient 
must remain on maintenance doses of estrogen for 
from two to three years. Patients at the meno- 
pause who are still menstruating may be more 
difficult to control, owing to the fact that symp- 
toms are frequently intensified about a week prior 
to the menstrual period. Also, excessive bleeding 
may become a problem in these women, and large 
doses of estrogen may increase the already profuse 
flow. Oral therapy in the form of emmenin is best 
suited to these cases. No ill effects were seen in 
any patient even when doses up to 100,000 inter- 
national units per week were given over a period 
of many weeks. 
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Clinical Aspects of Ultraviolet Therapy 





Ethel M. Luce-Clausen, Rochester, N. Y. (Jour- 
nal A. M. A., July 23, 1938), concludes that the 
value of ultraviolet radiation in the prevention and 
cure of rickets and tetany is an accepted fact and 
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has been proved indisputably to be both safe and 
specific if given under accepted conditions. In the 
treatment of fractures of bone, experimental evi- 
dence points to radiation as being of little if of any 
value. In the treatment of tuberculosis, no claims 
for the specificity of ultraviolet radiation have yet 
been substantiated, though many authors still re- 
gard irradiation as a useful aid to other forms of 
treatment. In the treatment of diseases of the skin 
of bacterial origin ultraviolet radiation may be of 
value, provided the organisms lie within the range 
to which the rays penetrate and are killed or at- 
tenuated by doses safe for the host. In other dis- 
eases of the skin such as psoriasis, beneficial re- 
sults might be due to the effect or radiation in 
producing hyperemia. Tumors of the skin have 
been produced in rats and mice with prolonged ex- 
posure to ultraviolet radiation, but the exposures 
needed are so far outside the range in general use 
by man, either in sun bathing or in the use of rays 
from artificial sources, that a warning of danger 
seems unnecessary. A caution, however, to avoid 
the abuse of radiation therapy, since its effects on 
the skin are imperfectly understood, is completely 
justified. More research is undoubtedly needed on 
the question of the photodynamic effect of radia- 
tion on the skin with special reference to the pos- 
sible synthesis, in the skin, of the carcinogenic 
hydrocarbons. 


£) 
ee 





Physical Aspects of Ultraviolet Therapy 


W. W. Coblentz, Washington, D. C. (Journal A. 
M. A., July 30, 1938), emphasizes that the curative 
properties of a lamp are not necessarily measured 
by its power to generate an erythemia; also that 
the dosage, whether erythemal or suberythemal, 
should be left to the discretion of ‘the physician. 
However, in order that a lamp may qualify as a 
therapeutic agent it should emit sufficient ultra- 
violet to produce an erythemia in a reasonable 
time of exposure (say 15 minutes or shorter) if the 
physician desires to give an erythemal dose. The 
physical aspects, the spectral range of antirachitic 
and erythemal reactions and the sources of radia- 
tion for use in ultraviolet light therapy are dis- 
cussed. 
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Spontaneous Pneumothorax Complicating Pneumo- 
Thorax Therapy With Recovery After Pneu- 
monolysis: Report of Three Cases 


Since November, 1936, spontaneous pneumothorax 
has developed in three patients under the care of 
J. W. Cutler, Philadelphia (Journal A. M. A., July 
30, 1938), following a therapeutic refill, which was 
the result of a tear in the visceral pleura at the 
base of an adhesion, with the adhesion remaining 
attached to .the lung and preventing self closure 
of the perforation. In two, the spontaneous pneu- 
mothorax occurred two and 14 months respectively 
after pneumothorax therapy was instituted and 
successfully maintained. Both of these patients 
had a simultaneous bilateral artificial pneumo- 
thorax. In the third patient, with unilateral col- 
lapse, the spontaneous pneumothorax developed im- 
mediately after the first refill. The complication 
failed to respond to the usual therapeutic pro- 
cedures, including continuous decompression. Closed 
intrapleural pneumonolysis was carried out to sever 
the plueral adhesions and was successful in per- 
manently abolishing the spontaneous pneumo- 
thorax in each case. 
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Payne..... 
Pittsburg 
Pontotoc 
Pottawatomie 
Pushmataha 
Rogers........ 
Seminole..... 
Stephens... 
Texas 


Wagoner 
Washington 
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A. N. Deaton, Wewoka 
W. T. Salmon, Duncan 


J. E. Childers. Tipton 
..M. J. Searle. Tulsa 


S. R. Bates. Wagoner 


..J. E. Crawford. Bartlesville 
..J. Paul Jones. Dill 


Arthur E. Hale, Alva 
C. W. Tedrowe, Woodward 


SECRETARY 


L. T. Lancaster, Cherokee 
J. B. Clark, Coalgate 

P. J. DeVanney, Sayre 

W. F. Griffin, Watonga 
Jas. L. Shuler, Durant 

P. H. Anderson, Anadarko 
G. D. Funk, El] Reno 
Emma Jean Cantrell, Wilson 
H. A. Masters, Tahlequah 
F. L. Waters, Hugo 

J. L. Haddock, Jr., Norman 


Reber M. Van Matre, Lawton 
G. W. Baker, Walters 

F. T. Gastineau, Vinita 

J. F. Curry, Sapulpa 

Harry Cushman, Clinton 
John R. Walker, Enid 


John R. Callaway, Pauls Valley 


R. E. Baze, Chickasha 

E. E. Lawson, Medford 

J. B. Hollis, Mangum 

R. H. Lynch, Hollis 

N. K. Williams, McCurtain 
Imogene Mayfield, Holdenville 
J. M. Allgood, Altus 

C. M. Maupin, Waurika 

R. G. Obermiller, Ponca City 
F. C. Lattimore, Kingfisher 
J. Wm. Finch, Hobart 

E. B. Hamilton, Wilburton 
W. L. Shippey, Poteau 
Ned Burleson, Prague 

E. O. Barker, Guthrie 

J. F. York, Madill 

E. H. Werling, Pryor 

R. L. Royster, Purcell 

R. H. Sherrill, Broken Bow 
Wm. A. Tolleson, Eufaula 
Richard M. Burke, Sulphur 
S. D. Neely, Muskogee 

T. F. Renfrow, Billings 

H. M. Prentiss. Nowata 

C. M. Bloss, Okemah 


John F. Burton, Oklahoma City 


M. B. Glismann, Okmulgee 
Geo. Hemphill, Pawhuska 

W. Jackson Sayles, Miami 

M. L. Saddoris, Cleveland. 
John W. Martin, Cushing 

Ed. D. Greenberger, McAlester 
Glen W. McDonald, Ada 

F. Clinton Gallaher, Shawnee 
D. W. Connally. Antlers 

W. A. Howard, Chelsea 
Claude B. Knight, Wewoka 
Fred T. Hargrove, Duncan 
R. B. Hayes, Guymon 

O. G. Bacon, Frederick 

Roy L. Smith, Tulsa 

Francis S. Crane, Wagoner 
J. V. Athey. Bartlesville 
Gordon Livingston, Cordell 
Oscar E. Templin, Alva 

V. M. Rutherford, Woodward 


Corrections and additions to the above list will be cheerfully accepted. 

















